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AB,STRACT , ^ ! . 

The paper cooipares aspects^ of decision n^a^king- in *r, 
health and education in the United States and Great Britain from/ . 
1890-^1 970, The major purpose is to deiaonstrate variety in the degree 
of centralization within tl^e two policy areas durii^g this period* 
Centi^alizationr^s defined as the degree to which all resources of a 
given type are controlled by one or many decision-making authorities. 
The dx>c amen t is presented in three sections. Section I reviews sociajif 
science literature relating to centralization. Section II explains ',[■■ 
how an interpretation of centralization which empliasizes, the 
structural aspects of- decl|sion making contributes tp a better 
understanding of policy formation. Topics discussed *incitide^ 
boundaries of a policy area, resource flows, types of decisions and ' 
decision makers, and concentration of power. Section. Ill offers case * 
studies of health and educational policy formation in the United 
States and Great Britain, For each policy area, information is given 
on sources of revenue, number of decision makers, control over 
training of professionals, employment, staff decisi^ons, and 
expenditures. Findings indicate that alt^hoctgh the t-wo countries 
displayed a general tendency toward concentration in decision- making, 
they had quite different time frames in progress to their 1970 
levels, (Anthor/DB) 
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centralization has become « not only a, key variable In social BClence 
•analysis, but alsb an impprtant subject of political cpntVoversy. ♦ Regardless 
of the research paradigm ariSd irrespective of the social science discipline, 
centralisation has become the focus of much attention. In political debate, 
the amount of 'centralization-»-whether at the local or the national level--is 
ipcreas^gly at stage center. In Great Britain, the debate over devolution 
h^ revolved around the question of ^^ow ranch to decentralize the governing of 
Scotland. The Bfetons'ln France, the Basques in Spain, the f'rench speaking 
population in Canada art demaiidir;g greater autonomy, or. more^ political 
decentralization of their resplgctive political systems. During the past 
ten yea^s, /there has bee^ miichAcojntrpversy in isiigeria and this Soviet Union, 
as , well as in countries in otlfiet parts of Africa and Asia concerning the 
political system/s level of centralization, indicating that the* issue of 

' ' '■ -y ' . . - ■ " *^ . . . . 

centralization not a matter of coric'em only to western societies Nor 
is^ the subject, of centralization a temporally defined probletn,. Xhe d^ate 
over centralization h^o. been a xriti'cal one in; American history, ranging fxom 
the debates the" Const i tut ional Cohvention in 1787, through the, civil war 
and Reconstruction 'period ,^toV recent issues "involving civil rights and revenue 
sharinii, . : / ' : 



Taare is 



Ls nd consensus among scholars, however, concerning either the 
meaning \)f^ the concept centralization dr how to measure it. Therefore , 



cumulative • social science, khofd^edge about ce^ntralization 'has-been slow to' 
emerge, even though it is a critical' concept which social scientists confront 
most every da]^ Responding 'to this situation, this paper attem,pts several 
things. In the £irs^t section, it briefly surveys a few uses ok the'^concept 
in various social science disciplines. In the next, it offers'^ definition 



\ 



yo£ the a scheme f^r Itis operational l^at Ion. And In ;/ \ 

the l&hlrd section^ It demons t^^^ hew ^entrdllzatlon may be ^^peratipnallsied 
by ffticuslng In i^bine dep on two policy areas over time and In n^o 'countries ;\, 
hejblth aiiid education policies In the United States and Great Brltaltu We 
assume that the same method df operationallzatlpn could be used for other 
policy areas — ,e,g,',' transportation, housing, etc;, 'or In other oountrl^es .\. 
By focusing on two policy areas within the same country, we demonstrate that\ 
it Is somewhat erroneous to speak of country A or B as being centralized. 
Within a particular country^ some policy Rectors may be quite centralized and 
others decentralized^. . / ■ : . 

' SOME PREVIOUS DIS.CUSSIONS OF CENTRALIZATION 
" Centralization, Is a critical concept for social scientists regardless of/ 
the unit of analysis. For example , scholars focus on centralization when 
analyzing total^isocletles or total political systems. -Others concentrate on , 
centralization when studying parts of political systems : political parties, 
delivery systems for health, education; transportation, etc. Others study 

centralization when analyzing such complex organizations such as a Corporatioti^ 

f ' ' . ■» • ■ * ■ 

a university^ an aifmy, i ppison, 

Among social scientists, sociologists have made the most\use of the 
concept centralization when studying total societies (Hage, 1972). For ~, 
example, Marx and Weber i while holding' to contrasting views of society,^ were 
very much concerned about the Increasii^g tendency for industrlairzed societies 
to become centralized and hierarchical (Mai'rx, I967; Weber, 195^; Zeltz, 1976) • 
True, both Marx and Wfeber focused much attention on the rigidity and oppression 
of centralized organizations but a critical concern was how tljese organizations 
cause societies to^ become more centralized. More recently, the French 
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St, Michael CrSzler^ ( Has al^o fo'c^fised^ JErofD^itt\l another ' 

perspective, on ther^^slatlonshlp between * 
the level o0 centrall^tloti of a tata^^ socl^ 1-1 > 

litlcal scileneif.ts, morer than ioclolS%lst8, ^av^ tended to fpcus on 
^he ilevejl of centralization of^ total political sy^ti^mfe. For example, Samuel - 
, P. Huntijngton (1968) , iri an ext^rcm^ly. perceptive essay, explains hlstpric^ally 
why the American political system^has been much more dencentrallzed than 
those of Western and Northern Europe, Lljpharfc (I968) and Stein Rojkkan (1970) 
are other political scientists who have attempted to explain, 'at a theoretical 
level and with empirical analysis, why certain weistem political systems vaxfy " ; 
in their level »of centralization. _ ' ^ ' 

^ Economists have also focused their attention 0x1 the level of centralization 
of tot^l political systems. For example', 'Peacock and Wiseman (I96I) h^ye 4 , 
^ddel demonstrating how Increases In the level Ojf economic development cause . 
political systems to become more centralized. H^antlme, their views have 

. ^ " ' . ■ t: , ! . . 

. i ' ■ ■' . ■ • , • ' 

Stimulated other economists to focus on the relatlonsihlp between changes^ln 

. ■ . •■ , ' ■ ■' • ' V ' 

the economy and changes in levels of political centralization (Pryor, I968) . 
Most of the scholarly discussion of centralization, however, has focused 



at^ level less grandiose than total societies or political systems, though 
ilysl^ often has had Implications for the level^f Centralization for 
the entlM society. For example, Machels (I962) and Ostrogorskl (l961f) were 



the^ a 



political ^^lysts ih the earl^/twentieth century who echoed the concerns of 
Mar^ and Webe¥\about cel^T^^Pg^ by focusing '£»n political parties 

bur<?anicracies , £^lce Weber, they were somewhat reluctantly reconciled to the 

ergence of centralize^ bureaucratic structures at the expense of decentralized 
and democratic institatipns • 




.1.;-;.. - ' V : , ^ > ^' ^ ' ' - ' 



nlt^er of 'challenges by 
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i!! During the past iCbrty years, there have been a ni 

' ' ■ . • ' ' ' ' ''^ • . 'Vv^' 

. Aili^iri^^ scholars to the Mi^rx-Webet^Mieheli j etc, , arijument that western '\ 

■•'■.'! . r <• ' ' ' ^ '!'■ [ ' ' ■ • ■ ' ■ '■■■''./..' ■ ■ ' " • ' ' ■ • ' 

, ;soc;i!et^es are becom|.ng more centralized. Focusltig oh business firms, Adolf 

Barle and Gar(dlner >lean£f ( I933) tn the 1930's atgtied that the power In large 

corp€^¥;atlons wajs no longer being concentrated In the hands of the owners but 

' was being passed to the control of a managerial class. / * 

' ^.M^antlme, (^handler (19^6) ^ In a number o| retrospective studies, "has 

argued that the largest and most diverse business corporations had begun to 

adopt decentralized structures! by the I920's and that onl;y> those multi-product 

' • * . ■ • '. , ' ' V " . ' ^ / - ■ • 

firms that adopted the /decentralized structures were successful In continuing 

' ^ ■ . ' ' ' '.- ' ^ ' . ."■ ' ^ \ t ■ 

to grow. At a more recent date, Galbralth (I967) has argued that the control 

of large busylness' 'firms has, decentralized . Into th^' hands of the .technocrats. ' 



dj o 



Numerous sct^olars ,have focused on decentralization In other klnd^ of 

/ ' . I . • ■ , «i • ■ ■ . . . , ' , 

o'rgs^nlzations For example, many studies have demonstrated that Increasing 

' -,,..'*" ■ * ' 

" professlonallzatlon has led to decentralization In complex organizations (Blau / * 

«^ ■ ' ■ . ■ ' ' , - , . • . ' 

and Scott, 19654' Wllensky and Lebeaux, I958; Zeltz, 1976r Hall, 1968).. Elsewhere, 

scholars, in a variety of disciplines, have focused on the level of centralisation 

^ In various types of delivery systems {^*g* health, edutiatlon, e«tc. ) . ' Alfofd^.s 

(1972) Study of the American ^health delivery system, Stevens' ( I966) analysis ' ' 

of ; the British National |Healj;h Service, .Freidmati's (1^68) work housing are * ^ 

examples of scholarship whidh argue t^^i' centrallzatlpn Is a^crltic^al varlablte 

shaping the deliveiry of the ^seWices which they are analyzing. > ^ 



The De^termlnants tan3 Consequence^ of Centrallzati?6n ' . , ^ 

. ■ ■ ' , ■ . , ■ ' / . ■ . • • > 

The scholarly literature ha$ not been very successful In explaining why . 

dlf ferent\ypes .of acttVities or institutions are centralized.^ Focusing at 



'thjB nat^ii-state level. Peacock and Wiseman (I96I). expiaxiieu centralization 
in terms of taxation and expenditures. They argued that during periods of 
Ctlsl8--t6.g. depressions and/or watrs- -governments Increase their spending at. 
the central level, thus becomlnj^ more centralized., Integrating the crisis ^ 
dimension with the ti^ork of Ado Iph Wagner, the Austrian economist, (1^3) they 
argued that; centralization Incteases with the level of 'economic development. 
This perspective, while valid for Great Britain, does not holdup very well 
when tested with many natlpn-states , however (Pryor, I968) . " r 

Also focusing at the nation-state level, other scholars have argued that 
the more fragmented the society linguistically, religiously, and ethnically, 
the greater the decentralization (Rokkan; 1970; Lljphart , I968; Wllensky, 
1975]! . But these views have been testeci with very few cases and for relatively 
few time points. And this as well as our other theoretical literature leave 
as without very much understanding concerning the- historical procedls of 
centralization-decentralistation among nation states. 

Similarly, the variables which shape the level of centralization ^ong 
complex organizatipns are unclear. A number of scholars have argued that 
incr^^ing size, complexity, arid professipnalization liead to structural 
decentrali;patiOn in complex organizations (Blau and Schoenherr, I97O; ^Chandler, 
1966;' Zeitz, 1972). Unless stiructural decentralization occurs, the literature 
suggests that it btecomes impossible for higher level manajl^s to maintain 
direct supervision over lower levels of an organization after it reaches 
certain level of size,. compLexity, a^nd/or professiona^lization. 

^.. It is the consequences; ©f centralization that has attracted much , 
attention, not only in political debates but also in the scholarly titerature; 
Political activitists and-^cholafs have long argued that decentraHzation 



pevmlts greater pjarticipation, regardless of whether the unit of analysis 
la total societies (Marx, 19 6?) » political systems (Hamilton et ai, ^ 1^6k) f 

political parties (Michels, 1962), or complex organizations (Hage, 1965)- 

• ■ ' ■ ' '''' 

'Meantime^ the scholarly literature argues that the centralizfation 

dimension Ve:i?/ much shapes a nvhnber of performance measures: levels of 

efficiency, r^tes of innoyattveness , the degree of equality (Mage and/ 

',1 . . . " ■ ' ^ . 

HOllingsworth, 1977) . However i , the hypothesize relatiorishiR between the 

, ' , ' f " 

level of efficiency and performance varies somewhat depending on the unit of 

r • V 

Mfttialysts and the kind of activity being analyzed. For example, Adam Smith, 



the "father of modem capitalism" arguqd more than two hundred years ago 

that the most efficient economic system is a highly decentralized , competitive 

■ ■ ^' ' [ ' • ^ 

one in which large numbers Lof^ consumers transmit their tastes to numerous 

producers who respond producing goods and services at cQnipetltive ^prices 

■> ' ' ' ^ . ^ ' ■ 

(Smitll, i960). In other words, efficiency is maximized whenVthere are perfect 

/ ■ ' ■ 

markets, and those markets are hypothesized to/4xist iri a decentralized 

economy. On the other hand, HolUngsworth, et al . (1978) have argued that 

the markets for certain types of goods are/imperfect and ^that efficiency is 



3 for c 

maximized only with a ^igh, degree of centralization. Medical qare is such 
an area, and a highly centralized system tends to maximize the level of ^ 
efficiency of the health delivery system. ' 

students of complex organizations have also argued that centralized 
power leads to efficiency, once there are controls for the level of complexity 
and task difficulty (Zeitz, 1972; Perrow, 1972; W^ber, I958, Hage, I965) • 
Howeverl this literature generally fails to specify how much centralization 
is necessary to achieve efficiency. Presumably, some types of organizations, 
require more c^tralization than others in order to attain the same level of 
efficlenfcy, even after there are controls for levels of complexity and task 

s 

dl££lculty. 



7. ' . 

Whether the unit of analysis Is a tdtal delivery system or complex ^ 
organisations, there are nutnerous .studies which establish meaningful links 
between centralizationi and another performance atea, the r^te with wh£ch 
innovations occur. One' proposition which ^is tjuitfe well established Iti the 
-literature states that the mofe centralized an organization of a delivery 
system, the slower it will be! to ^dopt Innovation^ (Hage and Aiken, 1971),^ 
but a centralized system,' once it commits itself to a particular innovation' 

• v ■■' • ' ' " ■ ' ' ■ 

will implement it more quickly than a decentralized system (Wilson, 1966;* 
Zaltman, et al. 1973; Hollingsworth, et ai: , I978) . While this literature . 
focuses. on the spe^d with which innovations are adopted or implemented, 
another body of literature concentrates on<v the rel£l^ti\>n^hip between* centraliz- 
atlon and the likelihood that discoveries or fl^ventlons will occur. Be,n-David 
(1971), for example, has demonstrated^ thatr^the'more decentralized the research 
facilit^s, the greater the frequency with>which sclentificj discoverie^^c<;urred 
in flf^y^ral' western countries. ^ ... _ ^ 

The problem of establishing linkages between centralization and equality 
has been difficult, for the study of • equality is difficiilt to measure. One 



^1 



may measure equality across social classes, or in spatial terms — ^l.e. across^ 

• ■ • ■ ■•• ' ■ . ■ ■ ■ ■ ■ 

regions. Irrespective of the approach, however, one must decide whether one 

■ ' . ■ , ■ ■ ■ . ■ ^ • ^ 

Is dealing with the equality of<^access to resoar.ces (i.e. health facilities,^ 
schools, etc.) or to the equality of outcomes (i/e. levels of health, levels 
of education). There has been a substantial amount of literatu're the 
relationship between centr:alization and equality for various types of large* 
scale delivery systems (i.e. at the nation state level). And the findings 
suggest that centralization is more positively associated wi'th the equality 
of access than with the .equality of outcomes --whether measured by social 
class, groups, or spatially. 
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' Whether th6 llteracure focuses on the centrallzucluu sonolLetleis, j ' 
political syscems, whether; one's petformance measure Is efficiency^ . ; 
Innpvatlveness, equa^ltyj/or some Qth^r, 'the results of scholarly studieSjOf ^ 
centralization thus J^ar have been <i61te Inconclusive ^ for the llterature^^j^ 
ploys multiple definitions ^ of c<^ntr^likatlon. Moreovct;, studies * Which ! 
attempt to assess the Impact^ of centralization dp the ^pejrformapce of . » ' 1' 
' or ganlzatll^ns, delivery systems, total isocletiesV etc. , • fqr wlthoirft adequate ' 
definitions, there are serious measurement problems And with , both conc^pfiuai 
4|nd measurement problems, tihere caln be, little ^dvance la any type of sclentljtl 
Inquiry. " ■ , \ . ' * 



A i^onceptual Approach to Centra lization 7 
' Regardless of the level of an^ysia, the, concept "centralization" has 
been Important Iti the 8tu(ly of policy fo^^tlon and Implementation because V 
It provides one way of dealing with the\^lstrlbutlon of power. As wlth^iost 
apiprdaches that, seek^ to explore ^the soiirc^ of change In, 6^ conseq^Jences of, 
the distribution af*power,f**^oentralliatlon*' has proven difficult to define/and 

. . V. , ^ . V ■ - : ^ , , < • . , * / •• 

nol^eratlbnallze. The purpose^'of this section Is distinguish, among several of 
• the meanings and operatjlonallzatlops of th^ term, centralization, and to ^ 
provide a gtoundlng for our approach. ^ 

- As> It appears In^ t^'e literature as either an Independent or dependent 
variable, the term centralization Is often de^ed Implicitly, or solely by 
r#ference tp empirical Indlcatord. In studies of nation states of political 
^ systems centralization is usually defined as haying to do with the structures 
of .decl8lon/-m^king* A mdst commonly used indicator Is the ratio, of central 
government (or all government) expenditures to G.N. 6. Similar In ititent, but 



not In coiitent, are qualitative distinctions among systems that classify thieir 
. declslor:^*taaking structures as "poly-ctntralized" , federationist", democratic: , 
etc. Both of jthese indicators appear to be attempts to tap the extent to 
which decisions are made by a single or by man^ authorities. 

' Such definitions, also often ^tt^mpt to build in some undjetstanding about 
the qualitative aspects of the authorities,: I.e. , the comparison of the size 
of the public versus theprivate sectors or, the ratio of central government 
wtoi local 'government expenditures >^ Here we focus concert not only on the 
Issue of how many authorities are making critical decisions, but also on ^the 

types of authorities (central government bureaucrats , local government elected 

■ ' " • • ,^ ' • - ♦ ■ 

officials, private individuals , etc .) ♦ 



WcS bef i^ve I4fe can introduce, greater definitional clarity, and (^l4arer 
ii|ll|lytlc insights by distinguishing between two dlmensionsv thar are usually 
VponToundedFln, operational definitions of tihe term *c^ntraIization«v On one 
hand, centraiization bis been used to refer to^a 9^^tura)l,;aspett of 
decision-*making: are decisions about a pi^rtidular, r^sourcje allocation 
(moneyi *per^oni}eI, J,nformation» etc. ) made by one or many d(^ci8ion-^aketrs? 
On the other hand, centralization ha^ . often been used, to re^er to tli^4eviil|^ 
at wbjLch decisions are made/ and the qualitative fhara(;tet:istlp$ of the 
decision-makers: a,re resoulrces alldlbated by the central gdvemmentj by local 
government: , or by private mechanisms? The \iatter type?of definlti^' is an 

■ . ' ^ - ■ ■ ■ ■ . \. ' ' _ ' ■• 

attempt to distinguish Implicitly between decis Ion-making structures oii th^' 
basis of what> elites a^e involved, what goals are being maximized, and wh^at Sv .^^^^^^^^^ 



; interests" are represented- In » the decision-making process. ^ V 

In this paper ve are attempting to birfrld a framework" for ' the analysis 
of centraiizatioh jlas^ed on the former, the purely Structural definition. That 
is, our focus is o^i the degree of concentration' inj^iiecision-making, and has no. 
direct reference to who the declsipn-^makers are, their interests and goals, 
and^the infli^nces affect;lng them. For the purposes of tHis paper, Ve define 
centralization as the proportion of all resources of, a given ty^e that are 
controlled by decisions made by varlious proportions of decision-making authorities; 

^ < • \ . •; ■ ■ S^' ' ■ . /. - '.. • . - ■ V' , ■ • ■ \ ^ 

Thus, our In^nedlate cbncem Is^ with the issue* of whether all decisions ^of a ^■ 

given type are made by one or many authorities (anid the^balance of resources 

cdrntrpl^ed across authorities), and not with who the ajuthorltles are. 

There are two major reasons for drawing this dlstlnctlW among the * 

meanings Mplied by use of th^ term centralization^ we ar^ able to 

quantify differences' among systems by foc^using oh the purely structural 

• • ," ' ' ' ' J 

aspect^ of decislon-oiaklng as a prerequisite to the understanding of* the 



policy fatmatlon processes (agenda making, Interest articulation, effective 
representation of interests) and policy Implementatton and performance 
pr6c<fcsses (diffusion, standardization across space, etc*). 

It is obviously desirable, for comparative analysis to define centraliza- 
tlon in away that allo«rs both' crpss-time and across-system variation to be 
represented. Measures that focus on a simple ratio (e<g. central government 
expenditure /G.N. P.) are comparable in time and space, but do not adequately' 
capture the corapiexity of'decision-making structures. More qualitative ■ ^ 
measures (e.g. degree of ^polyceritralxsra) capture much of the variety pf 
decision-making Structures, but these measures are difficult ^to use comparatively, 
and are statistically intractable. ^ ' . ' . 

bistinguishihg between the structural aspects of decia^ion-m^kihg (i.e 



what proportion! o£ decision-makers control what prpportion of decisions) , and 

qualitative aspects. (by whom are decisiort^^made) , allows for the^study of the 

interrelationships between the two dimensions. Indeed, the relationships 

between the concentration of control and the nature of the dominant actors in 

a decision-making structure may be qt^^ite complex. Structures of decision- 

/ ■ t, ■ ' 

making are often deliberate constructions of the most powerful actors, and 

the relative power of actors is, in part, determined by the positions they 

hold within the structure of decision-making. 

Our conceptual definition of the structural dimension of centralization 

is the degree of concentration in the distribution of control over- resource 

flows across decision making points in a system. In order to operationalize 

this approach it is necessary to define ^^stem boundaries, types of resource 

flows, and decision makers, as well as to measure degrees of concentration* 

In the -Joint distribution of controls over flows across decision-makers. 



In undertaking this exercise with regard to medical and education delivery 
systems J.n th.e United States aYid Britain, we have relied heavily on systems 
theory and cybernetics to identify these quantities'. The intellectual 
bdggage of systems theory and cybernetics is not essential for the current 
apptoach to centralization. Any pa^idigmatic approach that allows for the 
identification of critical decisions and decision-makers within some bounded 
social organization would be equally applicable. \ 

System Boundaries ' ' / . 

To (define the concentration^ of decisionmaking in a syst>€^, the boundaries 
of the system must be clearly understood. In examining medical care, one 
could focus on the doctor-patient interaction, on a hospital, or on the wider ' 
network of organizations providing medical care withiftf some geographical 
boundary. The notion of centralization as the" concentration of decision- 
majcing is equally applicable at each of these levels of analysis, though our 
examples speak only to national level delivery systems. 

The boundaries of a system may be drawn in any number ^of ways, to suit 
the nfeeds of the analysis. Generally, however, a system is defined as having 
inputs, production processes, and outputs, with boundaries composed of 
extraction of resources from the environment and disposal of outputs to the 
environment. For the purposes of our examples, we have defined these 
boundaries in national, medical and education delivery* systems as follows. 
In medical care, we regard the boundaries as composed of those individuals 
and organizations that extract resources ^rora the environment and allocate 
these resources to medical care, and which T:etum curative dedical treatments 
to the environment. Specifically, governments, social insurance systems, 
private insurance systems, hospitals, clinics, and other physicians practices 



serve this function. Organizations such as pharmaceutical and medical ^ 
construction providers are not Included as v;part of ti;ie system as considered 
here, in that they do not make decisions to allocate resources ]to medical 
care or actually produce health care treatments. In education, the basic \ ^ 
productive organizations which we choose to regard as parts of -the system /. 
are the schools, but w'e also choose to include those' organizations (in 
particular govemmenta) that are responsible for the extraction of rc^sources 
and their allocation to tbe production of formal^ education. We are thus not 

; • ■ ' \ 

speaking of all organizations that play some role in the production 4f health 
or education in societies, but rather more limited organizational networks. ^ 



^ • Identifying Decisions , 

One of the^major insights of the current approach to centralization is 
that in any social organization, there are many types of critical decisions 
and that the degree of concentration in the structure of decisipn-'making may 
vary from one issue to another. We have used^ the systems perspective outlined 
in Figure One to identify critical types of decisions in organizations, though 
Other perspectives might supply somewhat different^lists. 



Figure One ^About Here 

■ - . : ■ ^ — — , ' : . 

Our perspective defines the system which interests us by its inputs^ 
production processes , outpt^ts, and inforraat^n ^f lows . Decisions are identified 
as the mechanisms by which input flows, production processes, output flows , 
and information are allocated betwefen the system and its environment and « 
across actors within the system . Various proportions of each of the» flows 
in th^ system may be directly controlled by one or many actors. 
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Figure One . , . * » 

Conceptual Framework and Types of Critical Decisions 
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"^'.In corople^ systemSi such as national level medlq^l and education -^^ 

* ■ - ' ^' ' " ^ J • • 

delivery, thez;e exist a near infinite numbeir of inputs, prodiiction processes, 

outputs^ and. types, of Information. System inputs in education, for exa^japU^ ^ 

could be defined as inclufling everything, from the money to pay teacher's } 

■ ^ • • ■ • • ' , ^ ' • ' , ■. " ' -^^ 

salaries to the pxovlsion of erasers for blackboards. ^Production processes 

- i^- ' ' ' ^ • ^\ 

In health could pie disaggregated into radiology, pathology, etci System, 



butpi^ts itt medical^ car^^ include teacher's time consumed, ^^students/ educatfed^ 



and matty others. There are: also multiple types of informatiion fl< 

■ ~ SZ* ■ ' ' 

Including OTSformance evaluation, price set ting:;,.; ^tlittH^ iik(f,.^ A descrip- 
tively adequate study of concentration of dec |.s ion-making in medical care, 
or education must be concerned with all of these many types of decisions., 
but it is technically impossible to deal with ^he problem in, such a 
disaggregated fashion. To reduce this complexity, we have borrowed heavily 
from the economist's ponceptual approaches to productl"^ systems . , 

When an economist ^peaks^of the production of a given commodity, say 
Steel (which is, in fact, many different conmiodities) , he identifies the 
system in question by its outputs, and ||M kMf ies the system inputs a^ land, 
labor, and pjhya^al capital, the pxcfdul^^^jgpprocess itself (fueling furnaces^ 
, smelting and pouring, rolling, g,^c .) is normally^ characterized as a unitary 
"production function*"' "Decisions .when tjhe^ s^tem is described in such 

gregate terms, refer to the acquisition of labor, capital, and raw 
materials, refer to managing the production process itself, and refer to the ; 
continuation of these functions. 11)ls approach can be applied to an analysis 
of medical and educatioh delivery sys^tems, a^so considered as production 
systems. 

In national medical' care, and education systems , we regard the^ factors 
of production as consisting of physical capital, knowledge capital, and 



raw materials. W« approach the concentration of decision-making In regar^^^ 
to these Inputs by examining the degree to which decisions about^ the supply 



of moi^ey^ professional- personnel > and raw materials (students, patients) _ 

■ ' ■ ' • ' ' ^'^ \ ^ " ' 'J * * . \ .• " ^ ■ ■ .'^ ■ ' 
are, made in a "single ^location;. With regard ^to the "production functlon'Mn 

medical care and' education, we' are "concerned with the problem of^the^.0oncentra-v 

• ^ ^ 1 ^ ^ ' <v ^ ' • • • 

ticto- of decision-making about prd^fessiori^l standards (e.g. which patients or 
students a;re to reibeive how much of what t/pes of treatments or curricula). ' 
In examining cross-system and, cross-t^itne changes in the , concentration of 
decision-making about ^InfomaTt ion -^f lows ; we have fbau,sed on price setting * ■ 

' - \ ^ ' " ^ ' ' ' . • ^ . •• 

decisions. Other information dec i^? ions that act to coordinate system activity^' 

such as the evaluation of performance could also^be considered. 

■ •■ • 

To summarize: we have- used a systema approach rciughly analdgolis to 

those of the economist in order to identify the critical dimension^ of decision: 

^ - ' ' ■ , , ■ . . ^- * ■ ' 

■ ... < ^ ■- ^y? . 

making in medical care and* education. We >ill <be concerned with the degree of 

■ x ■ ' . ' ■ • 

concentration in those decisions^^a^ extract .resou^rces from the environment 

(physical capital, knowledge, and raw materials), govern the technical and 



organizational aspects of production of h^Ifh^ii^d education (treatment 
decisions and administrative decisions) , and govern flows of coordinating 
infomation in the system (prices), Iii^ our empirical examples , we will give 
each of these types of decisions a specific referent, e.g. hiring of staff 
for knowledge inputs. While we might use alternative conceptual frameworks 
in order to identify critical types of decisions, we use systems .theory and 
cybernetics because of the personal tastes'^of the authors,. In order to 
ope^ationalize t\ie degree of concentration in decision-making with regard . 
to the types of decisions identified here, it is necessary to identify 
decision-making authorities and the degree of control of each authority 
over tjhe aggregate flow of resources goverped by each decision type; 



Ideotlfytng Decision Making Authorities ^ ' ^ ' 

Following from the abovc^>t*«Cusslon, we defitie a declsl^n-maklng 

' : ■ ■■ ■■ ■•;.-r ' ... • " , ' ■ 

authority as any entity that j^oyi&pis the f lev of the ^supply oj^ physical s 

' \ . • . r - r • . ^ 

cA>ital, the supply "of knowleJge- capital., tjfe supply of students" or patients^ 

V. ' . q . . . . * \ ■ • . * 

' tk * > • , . • 

(rafr materials) > the professional standards of: treatment, 'the aditilhlsttattve 
aspects of treatmefit^ ot Information '(prices) . Again, it i# lmj[)ortant to 
distinguish betw&en the manner, in vhich decls^lons is made^^nd^^the^ degree of 
concentration in decision makltf^'l For ei^ample, in the United States, the 
decision to biiilc) a municipal, hospital (physical j:apiCal input) is made at ' 
the local government level^ For our purposes, it does not matter that- this 
decision is contingent on the approval of a majority of the citlzenxy (via " 
bonding' referenda) .or contingent on the provision of federal matching" funds • 
Regardless of what considerations are taken intoT account and what interest 
groups ifiay dominate the decislox^^ the decision to build is made by local 

government - nbt by central government or by private individuals^. In this 

/ . ' • , , . ^ . - ■ ^ 

case 9 each local government may be regarded as a decision-making authority 
with regard to the provision of * physical capital in the health care system. 

Once. the types of decisions of interest have been dfeclded, it^ecomes a 
routine (albeit often very difficult) empirical matter to identify what part 

i * f . * . . ' V ■ . ^. 

of the system is controlled by «/hat decision*makers . In examining medical 

care and education delivery in Britain and the United States, we have found 

' > '. . ■ ^ ' ' . ' ' 

it most helpful to approach these empirical matters by identifying t^e share 

of decisions of a particular type that* are made by central governments, local 

governments, and various prlyate sector institutions. It is usuall}^ not 

possible to acquire data tliat would be wholly adequate ^o specify the share 

of the total decision flow of a particular type controlled by each iqdiyidual 

decision point. . ^ , ' 



\ The ^pirical matferJLals' which we present are based on evaluat;|.ons of 
what proportions o^d giVfen type of resource flow is controlled by central 
.governfnents, local iv^mments , and private sector institutions. For our 
purposes this i^ merely a^Vconvenient shorthand way of counting the numbers • 
of dQcision-making authorities. It does not matter, from a structural ^ 
Verspec'tive, .w^itether a given decision-malcer happens to be governmental, or 
in the private sector. / ) 

guiTim^^ Measures of Concentration 

.■V^■ ■■ . ■ ... , 

We could obti'-in a fairly c-lear understanding of cross-national and over 

tijne variation in th6 degree of concentration in decision-making by examining 

changes in' the numbers of decision-makers and changes in the resources 

.controried by central governments , local gove.mraents, and- the priyate sector. 
In order to have clear emphasis on the structural nature of our measures of 
concentration in decision-making, we have gone a stepf further and have 
calculated glni concentration coefficients of the joint cumulative frequency 
distributions of j;he resQui;|es controlled by different authorities. 

The ^ini concentration coefficients pres^ted here vary from a minimum 
degree of Concentration (zero) to a maximum of one. A score of zero indicates 

» that each decision-making authority in the system controls an equal proportion 
of a given type of resource decisions. Conversely, gini concentration 
coefficients approaching unity imply that a single decision-maker controls 
nearly all ojs a given resource flow. This would be the case, for example,^ 
if the central government provided ninety-eight percent of the -financial 
resources in\ji»edical care. 

Concentration coefficients liave the major advantage of providing a 

directly comparable summary measure across space and time, but also have 

' ■ ■ ■ • . J- ' 



a few drawbacks, A number of pieces oi information of some substantive 

' v.; \ .\ - : 

Interest are lt>st't!yhen calculating a gini coefficient. First/ two distribu-^ 
tions of dissimilar shape nvay be characterized by the sanje degree of overall 
concentration. Second, since the coefficients are calculated on the 
proportions of decision-makers and proportions of resources controlled, no 
information is available from the coefficient on the absolute numbers of • 
each Involved. Fitially, the coefficient does not provide any direct - 
information on who various decision-makers are, and where a particular type 
of decision-maker falls in the overall distribution. ^To correct for these 
deficiencies ^£ the summary measure, we have presented tables throughout the 
text giving th^^ actual numbers of decision-making authorities and the 

distributions of {Resource flows. ) 

( 

With these considerations in mind, we may now turn to an examination of 
changes in the degree of concentration in decision-making in American and 
British medical care and education. » 



The Concentration of Decision-Making In American Education 1890 to 1970 ^ 

An impressionistic account of decision-making In . the American education 
system between I89O and I97O would characterize the sysgem as being highly / 
decentralized, with some recent tendency toward centralization. A careful 
examination of the data strengthens rather t4ian refutes this view. Within 
this overall perspective, however y we may observe a number 6f interesting 
characteristics of ,the system by focusing on the . amount of concentra^tion in 
different types of educational decision-making. 

Sources of Revenue in American Education 

I. ' * . ' ' » ■ ■ ' ' . 

Decision-making about the sources of revenue in American education has 
■ . . • " ^ ... '■ . ■ ■ 

been shared among a large number of authorities thrbughout the period ftom 

1890 to 1970. In Table One, we present datS^on the number of deqision making 

bodies (the number of private schools , local .school: boards , states, and 

central government) over the period. Of course, each decision-making authority 

played some role in the finance of American education. ^ 



Ta^le One About Here 



In Table T^, we provide estimates of the proportion of to^al educational 
revenue controlled by each type of educational authority/ And in Table Three 
we pre^sent gini coefficients which describe the degree of concentration (i.e/'^ 

centralization)* of decision-making about educational finance in the United 

i . ' .'i ■ . . 

"^States. 
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11 .S^ .Education. Numbex of Decision-Making Authorities ' 



Tear/J^evel 


Private Schoals 


Local Scnool boAirrlfl 




1890 






72^^000 




1900 


7 




86 000 


vV' 


V 1910 


8 


,588 


97 000 ^ 






8 


^970 


il4,000 , ' 


48 


1930 


13 


,423 


128,500 - 


48 










J: 


1940 


15 


,979 


116,999 


48 


1950 


. 14 


,916 


. / 

83,614 


48 


■i960 


18 


,942 


38,000 


50 


1970 


20 


,065 


17,500 


50 



Federal 



rr 



ERIC 
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U.S. EducatjLon. Sources of Revenue (Percentages of total) 



Tear 




" •Xiocal 
; uovt • " . ■ 


State , 
Govt. 


Federal 
Govt. 


1890 


22.0 


58.8 


18. 9\ : 


0.2 


1900 


8,8 


71.8 


19.4 - 


0.0 


1910 


.8.0 


74.2 


17.8. 


0.0 


1920 


. 7.0 


76.9 


. 15.9 


' 0.2 


1930 


6.1 


75.8 


15.8 ^ 


0.3 


1940 


8.7 


75.0 




1.6 . 


1950 


9.1 


,52.8 


36.8 


--■^1.3 ' 


1960 


9.1 


52.6 


36.0 


2.3 


1970 


7.7 


49.1 . 


37^.0 


6.0 



*Tultlon fees paid to public schools Included under local 
government. ^. 
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Concentration of Revenue Decisions ; 


• > ■ 'Year- 




Gini coefficient - 


1890 , 




... ^ , 
,50. ' : : ' : - ' 


* 4.900 : 




.36 ■ 


1910 




■ . .34\ :';' ;. 


„ 19/0 






; V J930 




.305 


. - 194 0 






? 1950 






^ ^ I960 




.560. 


^\ .1970 




.711 



♦Calculated on the Joint cumulative 
distribution of decislon-iiiakiug points 
and sources of revenue. , Coefficients 
are corrected for aggregation bias. 
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'tables ^Two and. Three About Kere . 



.Observing tlxe;^^ini 6^ in Table Three , W6 nd^.;that th^ / 

In the decision-making atout 6'yucationai finance tn 
the Utijted, States has been asymmetrically Urshaped, wl^h declining concentra- 
tion -from I89O. to 191^0 and with a rapid reconcent'ira^^^^^^ exceeded 
\.tbe leVel that e^sted at I89O. By cx^ining Tables One and Two, the sources 
. o4these movements in t;he coeffici^^ somewhat clear. The movement ' • 

J:^^^^^ deceritralization in;?educ'ational finance between 189? and the 1930' s 
may be attributed in it8.>j^ntircty to the -tgrowth in the tiumber of l^cal 
educational authijt^ties , coupled with nb incr^ea^e in the '^proportton o'e f inihce 
controlled at this level. Between 1940 :dnd I97O, there was a ra'tJher dramatic 
shift towaird state and central government finance of education, with a rapid 
cbnsolidati^on of local educational authorities. 

Control over the Supply and -Training of Educational Professional^^ . . ^ ,t ' - ;V 
The d^gTee of concentration in deciWop-making atjtout the quinllty and - • 
quality of professional personnel is a; pc)t6neial source of diffeipence- adross 
nations;/and time in the quality of education. In the United States, most 

decisions about' professional >stkff have been quite- decentralized until 'recent 
years with private schools and local school boards responsible for the hiring 
and firing of professional staff, • - 

In Table Four, ye present data on the numbers of teachers in primary and 
secondary education In thel United States (including an estimation of the nurtb^er 
of teachers tn Fcdfiral .gpve.i:nment employment) we have made no estimation of 
the number pf prlv^tey sel f-eqlpl6yed teachers in rtOn-school based practic^. 



Edq^atlon. Employment 6f Primary and Secondary Teachers by 



Tfear/sector 


Private 


L^al and State 


federal 






365.111 


.y^43 


1900 


40*992 


423.93* 


269 


^ 1910 ' ^ 

• 


47,191 


527.515 


539 


1920 
^ 1930 


54,331 


684,116 


9A2 


84,353 


856.166 


1.291 


1940 


9'4,977 


874.279 


1.198 


1950 ^ 

I960 

1970 


118.271 


912.056 


1.575 


175,633 
216.825 


27057,879 


2.227 
3.234 



0 ' 



U.S. Education. Concentration In^aff Decisions 



year 


Coefficient 




.023 




..004 


1010 


.002- 


1920 


.012 


1930 


.064 


1940 


.137 


1950 


.129 ' 


I960 


.422 


1970 

* 


.663 



*Cfnl concentration coefficients cal- . 
culated lx<m the joint cumulative 
distribution of teachers by employment 
and decision-making points. Coefficients 
are corrected for aggregation bias . 



When the educational proftfsslonals in Table Four are distributed across 
the authorities^ reBponslble for making decisions about them, the ffitfl 
concentr^tioii coefficients in. Table Five result. ' . ' P' 



Tables Pour and Five About Here 



The data in Table Five indicate that the trend in the concentration of 
control over the supply of professional staff has been somewhat different 
less than, that ^f educatifcnal finance. Concentration in the hiring of 
professional staff was very low in tti* p^fiod prior to I920 because each - 
•mploying authority (whether private or public) ^hired pnly an average of, 
five or sik teachers. A dramatic centralization of employment decisions 
be^gah in the 1920s and 1930s and accelerated in the post Second World War 
period due to the rapid consolidation of local education authorities and 
some growth in tW average size of private schools. 

Coi^tg0l Over the Supply of Students ^ 
'"To speak of the degree of concentration in decision-making about the 
supply of students seems, at least at first, rather peculiar. Thfe Importance 
of this question is^ore obvious when it is asked in a less abstract fashion: 
|ow concentrated is decision-malting about access to educational opportunities? 
or, how concentrated is deQision-making about the demand* for^education? Seen 
in these terms, it is clear that concentration of control over aceess 

-® relevant ;to controlling the cost of educatidn (by 

rationing educational opportunity), and controlling the equality .with which 
educational opportunity is distributed acrpss the population. 

In a system that is completely decentralized with regard to access 
decision-making, access decisions would made at the level of the individual 



ichool (to obtain a conpentratlon coefficient of sero,^ it would also be 
MCMsary that all schools be of equal slase) • A completely centrallze^d 



•yitwn, In con(aast> would be one In wlilch all decisions aboucr^scl^ol 
JktX^^cA^i^^ (either forcing attendance* or prohibiting It) j 

are made by [ a single authority. Obviously the* education system of, the - 
tfnlted States, like moat othftrs, falls somewhere between these extrekes. 

One may obtain a crude estimation of the concentration In dgO^slon- 
making about the demand^ for education ^by examining the ptogresf of oompulsbry 
education* Governmental Involvement In setting requirements for attendance 
centralizes decision-making In the sense that It Is no longer the prerogative 
of Individual providers to decide whether a given person will attend school. 
In the United States compulsory attendance requirements have been the 
responsibility of state governments, with th^ decisions developing rather ; 
slowly. At I89O, roughly fifty percent of the population of the United Stated 
lived In states having some form of compulsory education, by I90O the proportion 
had grown to sixty-five percent and Increased rapidly thereafter (U.S. 
Commissioner of Education Education Report , I906 pg. 126?) • For most years 
betweeu I89O and I97O, compulsory education laws have been of modest 
Importance in controlling the demand for educatlon-^especialLy In recent * 
years-^as large numbers of students attend schools beyond ;fhe ages required 
by low. The coding of the degree of concentration in decislon->maklng about 
educational demand displays Increasing concentration* until approximately 
1920 (as more and more states Instituted s^ch laws), and declines somewhat 
theipeafter as Increasing proportions of| stud^l^s ha^v^e attended schools at 
^ges other than. those required by law. We have attempted to represent these 
movements by estimating from qualitative sources the concentration coefficient 
to be .5 at I89O, increasing It to about .7 at I92O, and having it decline to 



^ «6 l>y 1970.' The shortcoming of this procedure Is obvious, yet It Is desirable 

' 'to have some informed* estimate of concentration along this dlmenston for 
' ^ Aneiriean education In order to compare It to with the other systems to be 
examined here. 



Process Control; peclslons about Administrative Affairs * 

r 

As any school administrator knows, decisions about the production 
procesa of education Involves far more than curriculum ^and teaching matters. 
The assigning of students to teachers and the allocating of space and other 
capital equipment are characteristic of the administrative problems. The 
degree of concentration In decisions of this type affect the quality, quantity, 
coat, and equality of education. Obviously, administrative decisions may be 
either highly concentrated or widely dispersed. 

No single Indicator, of the degree of concentration about administrative 
decisions is wholly adequate because there are many types of administrative 
^decisions, some of>whlch are made at the level of the classroom, others at ^ 
the level of the schobl, and others still further up the hierarchical control 
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ll.dV Bdu<iatlo;[i. Primary and Secondary Students' by Admlnfstratlve'Authorlty 



I 



1'^ ' 



. )- .: . ■ — 


Year/Sector 


Private 

t 


' ~s — 

Local 


Stiate 


Fedisral 


1890 


1,643,722 


%657,710 


70,000 

i, 

8o,bod 


lQ,odo 


1900 


1,407,921 . 


15,317,711 


15 ,000 


^ 1910 


1,660,605 


17,796,784^ 

T 


100,000 


20,000 


^1920 

* 


1,748,169 


•1 

21,511,847 


115i000 


30 ,000 


1930 


2,586,697 


25,553,097 


128,0004 


38,000 


1940 


2,611,047 


2i5,332,542 


66,000 


35,000 


1950. 


3,380,139 


25,008,427 


^59,000 


44.000 


1960 


5,674,943 


35,946,771 


83,000 


57,000 


1970 


5,14i3,182 


45,718,038 


110,000 


75,000 



\ 
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U.Sv Education, Concentration of Administrative Peciaions 



Year 


Coefficient 




1890 


.040 




1900 


.005 




1910 


.009 


^. ■ - . 


1920 


.007 ' . 


1930 


.061 


V , 


1940 


. .130 




1950 


.132 










1960 


.410 




1970 


.638 . 





*Glnl coefficient^ calculated from .the 
joint cumulative' distribution of students 
by authority and decision-making points. 
Coefficients, are corrected for aggregation ' 
bias. • ' 
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structure.. As a proxy of concentration In this area ^ we have measured the 



distribution of 'students le^cross private schools, >local school systems, - 
state achdol systems, and, federal government schools. We make, this chol< 
of Indicator on the assumption that the presence of a student In a given 



type of school implies ''that most admlnistrattve matters ^with regard* to that 
student occurs at the same^ level. 

In Table Six, we present data on the distribution of primary and 
seeondary students In th^. United States across the different categories of 
iluthorltles, and In Table Seven we present the g^nl concentration ratios 
for this distribution. ' 



. Tables Six and Seve^ About Here 

Not surprisingly, the results in Table Seven indicate a pattern of 
^creaising concent rat ibn, primarily in the, post Secbnd World War yedxs. As 
wlth|pany of the other indicators, movements In the admlrilstratlive centraliza- 
tlon Index are caused primarily by the consolidation of local school boards* 

Process Control; Decisions About ^Curriculum and Teach ing Technique 
Oiir history books tells us that the French Minister of Education once 
made the claim that, at any given point in time, he kne*^ precisely what all 
students in all French schools were doing. This claim (probably a correct 
one) was based on the determination of curriculum for all French schools by 
the Ministry of Education iri Parfs. Such a high degree of centraUzatioh. in. 
decisions about curriculum has never been the case in the United States, but 
neither has every -American teacher been completely free to.decide such matters. 
In the private sector certain parts of the curricula of Parochial schools have 
been decided by diocesian authorities rather than by individual schools; in 



the public sector local school boards have often dictated the content of 
teachings . / 

it Is not possible to quantify precisely what proportions of all currlcisla 
In American schools have been subjected to some form of centrallased control, 

1>ut the proportion has probably been quite small.u As an upper bounds we. 
might consider the numbers of studentsrudlstrlbuted across administrative 
authorities as In the next sec tloxi^ These estimates (which vary from near 
Eero at I89O to .6k, at I970) probably overstate the degree of cjoncentratlon 
In curriculum decisions In American education, as local school boards have 
played a limited (but increasingly Important) role In' concentrating such 
decisions. Our Impressionistic coding of the degree of concentration In 
curriculum declslons--(based on extensive reading of the primary and ^ecbndary 
|ature)--ls ne^r zero from I89O through I920, and thereafter Increases to 



a W7C 



a I97O level of about .30. Again, thesd numbers are far from perfect repre*-' 
sentatlons, but they do have sufficient face validity to allow comparison 
across delivery systems. 

Information; Decisions about Pricing 
Just as the control over Inputs or control over the production process 
may maximize various system performances, control over the flow of Information 
Is a source of control over the entire system. In health and education one 
of the most important Information* linkages In the systems ts the pricing 
mechanism. Even If. direct control over Input and processes does not exist, 
the control of prices provides leverage over resource allocation and 
production decisions. Control over flows of Information may be elthe-f 
highly concentrated or widely dispersed, as with other resourcesVln systems. 
In th^ case where each Individual provider is free to set the prices' for his 



serylc^^ we would classify the control over this type of inforfnation flow as ' 
^ very decdncentrated. In contrast to such a^'^free markc^t'V system,, a system 
with highly concentrated, coivtrcil over prices (or implicit prices) exists where 
all exchanges are at ratios or prices fixed by a single authority. 
. * In American education, we estimate the degree of concentration of price 

declslon-maicing by determining what proportion of prices for various servliies 

•■ ' • • ^ " • ' ■ , » 

ate set by different authorities. Central and state governments havf^ plhyed 
little direct ifdle in control jllng education prices (other th^n^p^ric^s in the/ 
few educational institutions |:hat they operate directly). For purposes of 
constructing an indicator^ .we have assumed that flows of pri,vat^. funds i^i 
privat^ . schools occur at prices iet by th5* governing autlvorities of private 
schools. All public educational expenditure in the United States h^s been 
^lloc^ated to local boards of educati^on which are, by and large, the locud of 
decision ^-making about tax rates, school fees, and other prices. This 
classification gives rise to the data in Table Eight and the concentration 
coefficients in Table Nine- ' . 



Tables Eight and Nine About Here 

With the exceptioiv of the 1890 data point, almost all pricing decisions . 

... ^- .• 

in American education are made by governmental authorities. However, over 

• ' ■ - . r * ' ' ' 

time the number of such authorities has changed over time (See Table One) . 

Most Importantly, the rapid consolidation of local school boards that began 
in the 1930s has led to large increases in the concenti;ation of decision- 
making abput educational pricing. Even by 1970, however, there were still 
almost 40,000 separate decision-making points with regard to pricing, leading 
to a concentration coefficient of only .1^57- 



U,8, Education. Percentages of Expenditure at Prices set by' 

Varloiis^ Authorities . 



liocal State \. C^nti'al , 

Year .. . Private Government^ Govert;iment Goverhmehtt 



*' 1890 


22*0 


78.0 




0 


1900 


8i8 


91.2 




0 


WO 


8.0 


92.0 


0 ' 


Q 


I9 W : 


'7.0' 


93.0 


• 

0 


0 


1930 


8.1 


91.9 


0 


d 


1940 


8.7 


91.3 


■ '\ ' ^^ 0- 


0 


1950 


9.1 


90.9 




0 


I960 


9.1 


90.9 


^ 0 


0 


1970 


7,7 


92.3 


^ 0 ' 


0 



Direct expenditures of State /Jand Central goy^rnnientQ on owned 
and operated schools are not represented here.^ 



, -i.v- 



'•r 



U;S., Bitucatlon. Concentration of • 
DeciiBlbh-Haklng ;iin!?iiclng 



Year 



1890 
1900 
1910 
1^20 
1930 

1940' 
■1950 
1960 
1970 



# 



Glnl Coefficient 



.141 
.003 
.001 
.009 

.014. 

, ■ A' ■ ■ ■ 

.033 
.060 
.242 
.457 



^ot corrected for* aggregation 
blaa. 



4^' 
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American kdacatlon: Suinmarv : 
The degree of concentration in decl^lon-maklng in American education 
hee generally increased from 18^0 to 1970. For mp%t t^y^jiiBa of declslotia, 
th^ee major periods may;;be Identli^led. t^r6mJI890 through the clecade of the 
1920e, a flight teri^iBhcy toward deconcentratlon Is observabl^. tendency 
tif a ireeult of the rapid growth In the liiinber of public authoritieii making * 
decisions about public sect<\r sdhoola, coupled with a smaUi^if change In the 
overall share of educa^lprnfl resources controlled by the public sector. From 
1920 to 1950 a smalX movement tow^ great<^r concentration Id dec If^^ 
occurred as theltiurabers of local school bbards began tp decline; from 19^0 to 
1970 t the^: concentration Increaised dramatically/ based on the' rapid consolidation 
of local school authorities and an increasingly algtiif leant intrusion of s^tate 

and federal authorities in financial affairs. These trends are summarized in 

t > ' ■ ' ' . ■ '* * 

Figure TWO. / ^ 



Figure j?^o About Here : ? 



From Figure Two it is clear that the proper dtudy of educational .policy 

' ' ■ - , .■./.,.;' / ' ■ • . . • ■ ■ 

formation in the pre-World War Il ^years must 'focds on the representatioir of 
interests in the deliberation of local jpubllc authorities. In the post-wtfr, 
years the deliberations of state and federal g^^ver^lttjb also, become of ^ 

some substantive importance, and the policy making, ^^rocess of local' authorifcies- 
^aUiy haye -^nN^rgone' significant changfe as these authorities have become ' 
^ 'consolidated. Indeed, the trends in ;figure two indiciate that complaints of . 
professional ^nd bureaucratie'^dominance of educatlbnal ^ecisioti^making in 
the United States in the post^^war period, wi^h a consequent reduced role f ^ 



cwisumer repreaentation, may be a. result of a dramatic change tn the 
concentration of decision-waking, kk the structure of decision-making 
has become mote concentrated, the potential for consumera to use their 
.ources of po^er (numbers) to control the directions of eflucational policy 
has become leas . 



The increasing concentration of decision-making structures in Aroeric 



an 



education may aig^ ^e seen as a source of changes in sj^sfcem performance. As 
the system has become jnore centralized, the potential for successfully imple- 
menting, a truly national education poUcy has increased, jn particular, 
emphasis on equalization across social classes, faces, and geographical areas 
baa become atx operational possibility f^j. ^he American system. While the 
degree of concentration in control over critical educational decisions does 

o 

not, in itself^ predict such policy outcomes, standardization and equalization 
cannot be pursued under the conditions of high decentraligatlon that prevailed 
in the American system prior to the Second Wo^ld War. 

Thg^Concentra tibn of Decis ipn-Makln^in Americanil£dtcaj^ Care 1890-1970 

Many of the trends which one observes in the concentration of decision- 
making In. American education are also apparent ^ American medical care. 

I 

Despite the similarities, there are also some differences m the decision- ' 
making struct^^gg of health and education. A careful examination of the 
differences between the two systems alio„s some preliminary conclusions 
about the sources of stability and change in system control structures. 



ISEHtSJ — Sou rces of Revenue In American Medical Care 
In contrast to Amerlcan^educatlon, there has been little dramatic change 
in the secto^ral distribution of decision-making in American -health, analogous 
to the consolidation of local school authorities. In Table lOA , „e present v. 
•^ata showing the number-of different decision making units; the number of '''hS 
private office-based physician practices, private hospitals, local govemmeiit 
*»08pitals, states and federal governments. Prom this table, It Is dear that 
there has been considerable potential for decentralization In American medical 
<=«re In that the number of decision- making authorities has roughly doubled 
during the last eighty years. 



Table 10A About Here 

In Table JOB , we present estimates for the sources of medical care 
expenditures in the United States, Because of the inadequacy of data, this 
t«ble does not separately identify the growth of private insurance schemes, 
"hlch results in some Underestimating of the estimates of the growth of 
^concentration in medical financing. Trends in the sources of revenue for 
"edlcal care demonstrate, with the exception of I890, a fairly re^iar 
substitution of central government for private financing of medical care. 



Table 10B About Here , , 

Finally, we present the ginl coef fi^cients (see Table lOC) for the 
distribution of medical care expenditures across the varl,ous types of 

> - 

authorities. 



4 



10A. 


• . / 










U.S. Health. 


Numbers of 


Decision-Making Authorities 






Year /Type 


Private 
Practices 

L 


Private 
RoAO'ltals ^ 


Local Govt. 

Unfinlt'als < 

flVO li* JL I- " 


State 
Govt. 


Federal 
, Govt. 


1890 


^ o9,262 


2,800 


640 




1 


^ AAA 

.1900^ 


1 AO A ^ A 


3,000 


720 


45 


1 


1 A^ A 

1910 


T T o c on 


3,256 


800 




1 


« AOA 

1920 


XJ./ ,600 


\ 4.500 


883 


Ao 


1 


1930 


1 90 Af O 


^ 4,907 


943 • 


/ Q 

4o 


1 


19A0 


1A0,130 


4,524 


910 




1 


1930 




4,518 


1,005 




X 


1960 


179,176 


4,561 


1,324 


50 


1 


1970 


188,^00 


4,458 


1,680 


50, . 


' ' 1 
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U.S. Health. Sources of Revenue (Percentage of tot^l) 



<4 



Central Stat^ and Local Private 

Year Government Government Sources 



g 1890 ' C 0.2 1.3 ' 98.6 

• 1900 44).8 15. A 83.8' 

1910 ,7 0.5 --^ 11.8 > 87.6 

1920 ^ 4.4 12.0 , 83.6 

1928-? 4.2 9.7 \ 86.1 

1939-40 5.1 15.4 / 79.5 

1949-50 12.0 \ 13.0 75.0 

1959-60 10.5 14.2 75.3 

1970-71 24.7 13.3 62.0 



IOC. 



U.S. Health, Concentration of 
Revenue Decisions 



Year' 


Glnl Coefficient 


1890 


' *0066 


1900 


.1549 


1910 


.1168 


1920 


.1567 


1930 


.1315 


1940 


.19^0 


1950 


.2446 


1960 


.2404 


1970 


.3731 



Table IOC About Here 



It l8 notable in tWis data that/ the 1970 time-point is a considerable * 

V . ■ ••• .■ .. . ' . /• ^ . >. ,- 

'departure from the I95O-I96O period^as are.^e I956 dhd I96O time-points 

departures from the earlier peri^. It is alisp notable that the level of 

centralization in the sources of revenue for American medical care Is 

consistently lower than that for American education, tjiough the timeytrends 

ire somewhat similar. This fact! points up the fallacy of regarding an entire^ 

society as being centralized oiLv^ecetitraliTsed when one wishes to mak^ 

' .... - • ■ V - ' ' 

Implications about policy and performance in any specific policy area. 

rhput: Control over the Supply of Medical Prof esisionals 
In Table Eleven^ we present data on the number of American physicians by 
the type of aiithority with which they work. In as much as physicians repre-, 
sent a proxy for medical knowledge, the distribution of physicians across 
decision-making authorJLties provides an indication of the degree of centralized 
controi over knowledge inputs in medical care, 

> .» . \jJ; 



Table Eleven About Her6 



We present in Table Twelve thife- gini coefficients on the concentration 

'■ ■ - ^' ■ ■ . 

of knowledge inputs. The levels of concentration observed in this table are 

\ i , . J.., ■ ' ■ , ■ . 

quite low with the exception of 1^60 arid 1970. For the entire time period, 
however, the^^ coe f f icients reflect the importance of private office based 
practice and tpri vat e individual decision-making^in American health. The 
deviation of I960 and 1970 from the othfer data points Is caused primarily 
a rapid post*war expansion in h6spital-bas0tl practice and at 1970* by an 
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U.S. Health. Employment of Physicians by Sector 



Tear 


Private Office 
based 


Private and 
' Local Hospital 


Federal 


Total 


1890 


89,262 


14,543 


1,000 - 


104,805 


1900 


102,960 


27,042 


2,000 


132,002 


1910 


113,520 


34,612 


3,^000 


151,132 


1920 


117,600 


23,377 


4,000 


• 144,977 


1930 


122,018 


26,785 


5,000 


153,803 


19A0 


140,130 


25,859 


7,500 


173,489 


1950 


168,089 


23,858 


■ 12,576 


204,523, 


1960 


179,176 


58,329 


14,212 


251 ; 717 


.1970 


188,900 


92,800 


29,500 


311,200 



12. 

% 

U.S. Health. Concentration of Staff Declsl 





Year 




Coefficient 



1890 




.1111 


1900 




.1852 


1910 




.2147 


1920 




.1458 


1930 




.16^1 


1940 




.1562 


1950 




.1480 


1960 




.,2579 


1970 


,1 


.3643 



T 



*Glnl coefficients of the distribution 
of active physicians across private 
office based practice, private hos- 
pitals and local government hospitals 
and State governments, and Federal 
government. 



^ expMslon of the proportion of physicians employed by the federal govetnment 



>f.,. 



Table Twelve About Here 



' 4 ' ■. 
Input; Control Over Access to Medical Care 

While medical care In all societies Is rationed In varying degrees, the \ 

United States, as In most other societies, makes nb systematic effort at the 

' ■ . * 

central level to deny segments of the population access ^ to medical care. Rather, 
the American medical care system. In so far as it has controlled^emand fdr 
medical services at all, has done sp Indirectly by exercising control over 
the other factors of production. 

At a formal level, decisions about access to medical treatment in. the 
^'^^^^V^^^^^^ ^" made largely by the providers :: private physicians , private, 
and local government hospitals, and the administrators of state and federal 
government health care systems^ If ijtate and federal systems were major ^ 
providers of medical care, we might jregard decisions about access to be 
somewhat centralized. However, if one views the actual patient loads handled ' 
by each type of authority as a rough indicator of the control over access to 

meilcal c^re^ the centralization of decision making over access to American 

■ ' ■ ' ' ' , ' '■ " -"■ 

medical care at no time exceeds aging: ^ coefficient of .03 (See Table Fourteen). 

?, 

This remarkable level of decentralization is the direct result of the 

• , " . . ' ■ y O "i" ' ' ' ■' 

importance of private office based practice in the American system. 



V Process Control: Decisions about Tr eatment 

Quite unlike the situation, faced by American teachers, medical doctors 
>atlents. Even in the public hospital systems (e.g., military hospitals. 



state. and local government hospitals), such intrusion is rare, and these 
^eyat<afia compose a very small part of the American medical system. 

The absence of any substantial government role in regulating th^ 
tr«atoent act itself, however, should not be interpreted as meaning that 
there are n6 cehtralizing influences in hialtih care treatment dpcision-making. 
The activities pf local medical societies (private) , and various treatment " ■ 
review bodies in hospitals do exert influence to control the treatment act, 
yet the fact- remains that medic^l^prp^essionala, regardless of their employment 
status are the decision-makers about the content of treatment. As such, one* 
must code the decision-miking about the treatment process as essentially 
decentralized throughout the period. *. 

^ Process Control; Administrative Decisions 

In contrast to the decentraliSsation of decision-making about treatment 
per se, it is possible that, as in education, otlier aspects of the production 
process could be more centralized. For example, decisions about the patient/ 
physician ratio or the number of facilities available per patient 'could be 
made in a centralized fashion with directly affecting Vhe physician's autonomy 
in d^ermining the nature of treatments. 

In the United States, however, there is no such disjuncture oyer ^the 
process of medical care. In. Table Thirteen, we present estimates of the 



numbers of treatments carried out by the various Administrative authorities 
In Table Fourteen, we dis^tribute these treatments across the (Jiffereixt decl 
making authorities and present concentration coefficients . 



Tables Thirteen and Fourteen About Here 
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U.S. Health. Treatments by Administrative Authority 



Tear/Source 


Private 
M.D. 


Private 
HoQig^tal 


Loca? Govt. 
Hospital 


State Govt. 
Hospital 


Federal 
Hospital 


1890 


59,903,200 


940,000 


189,000 


89,000 


3,000 


* 1900 


91,312,800 


1,404,000 


. 281,250 


134,700 


10,725 


1910 


■I33,990;i50 


V .2,000,36? 


410,540 


189,049 


■ 30»895 ^ 


1920 


196^962,100 


3,534,165 


725,368 


> 282,231 


139,917 


1930 


311,133,330 


5,322,893 


1,134,215 


388,984 


301,149 


19A0, 


A35,AA8,2bO 


7,218,544 


1,728»595 


, 583,274 : 


557,137 


1950 


627,621,100 


12,706,143 


2,397,570 


791,863 


1,127,937 


1960 


846,606,600 


18,486,565 


3,728,787 


929,849 


1,475,530 


■ 1970 


918i 809,600 


; 22,979,000 


5,521V504 


751,402 


1,741,000 



/ 
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U.S. Health.. Concentration of Administrative Diecislona 



r.l, 



Tea^/Conc^atratlon 



Coefficient 





1890 


.0195 




1900 






1910 


.0181 




^ i920 


.0253 




1930 


.0273 




19A0 


.0192 




1950 


-v'; ■•■■•■:.mio 




1960 


.0088 ■ 




1970 


.0062 















\ 
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In these tables, the pre-einlnec|t place of the private office based . 
practice in American medical care clearly "demonstrated. In contrast to 
education 9 where the growth of large scale administrative units (big schd^ols ^ 
and multiple~school systems) has the norm, health care administration has 
temalned yery-^e-centralized, despite the ' tiafpid growth in the irapdi^ance of 
hoapitals in recent. yed[»s ; \v yI ; 

Outputs; Control over Pricing in American Medical Care 

The setting of prices of health care services is potentially a powerful 

• . . . ^ « *■ * 

. ^ool in controlling the health care systerfi. . By manipulating prices it is 

possible to ration health care, tQ equalize its delivery, or to change the 
mix of^ effective <iemand. Contrary to many views, the pricing of medical c^are 
in the United States have ^lot been determined in' a completely decentralized 
"free market^'^ashion. ' ^ 

To gain a rough estimate of the degree, to which prices in American medical 
sServjices have b^en, fixed by^.c^otf^l 3"tharities,.w<^^ examined the total medical 
^are expenditures in the United States at varj^ous years to determine what 
proportiongt^ of these expenditures occurred at prices set, by private providers 
(aa in the isetting of physician's and pij'lvate hospital fees), 'by local govern- 
ments (as in muniqip^l- hQ3pit^ls) ^ and by the federal government (as in • 
military and veteran's administration hospitals). We regard ^tqany categories 
of i^ovemmental medical care expenditures as having prices set by private 

providers (e,g. Medicaid) , and we have grouped these prices in the private 

■ ' ■■ . 'I 

sector. The results of ^his somewhat crude classification are shown in Table 
Fifteen. 



Table Fifteen About Here 



U.S. Health, Estlinat^d Pcq^^^ of Total Health 

Ekpe^lture at J^rlces Set bVv^^^i<>ws Authorities 



1890 
1900 
1910 
1920 
1930 
1940 
1950 
■ ■ 1960 
. 1970 



Private 



Year Provldaris ' (Sbvernmei^V^.- - 



98.5 
} 83.8 
87.7. 
83.6 
90. 7 
83.3 
82.0 
84.0 
86.7 



1.4 
15.4 
11.8 
12.0 

8.0 
12.6 

15. P. 
12. 0' 
8.2 



0.1 
0.8 
0*5 
4.4 
1.3 
4.1 

■ . ' * • • 

3.0 
4.0 
5.1 



ERIC 



Th« data in this table indicate that, as expected , the vast majority 

' ■ ■ ' ^ . , 

of decisions about the price of medical care services in the United States 

have occurred in the private sector. It is Important to recognize, however, 

that some proportion of the total nafcional medical care bill has had prlcfes 

B0t by local and central governments. In particular, the post Second World 

War period displays a ^consistently larger role being played by governmental 

authorities in the setting of medical care prices. 

In Table Sixteen, we present these data' 'on medical care pricing as gini 

^ coefficients, where the proportions, of medical c^e expenditure occurring at 

prices fixed by the various categories of authorities has been distributed 

across the numbers of such authorities. One should view the coefficients in 

this table with some caution, due to the gross classification of the previous 

table^ and because no disaggregation within the private sector was possible. 

Absence of more detailed data about the private sector means that it is possible 

for the coefficients in Table Sixteen to be somewhat, but not substantially 

different. Nor would the trend over time likely be different. * 

Table Sixteen About Here 

It appears from this table that an increasingly concentrated structure 
of decision-making about the pijLces of medical care is evolving in the United 
States. By 1970, a considerable potential existed for exerting centralized 
influence over pricing decisions. However, it is also well known to any 
student of American medical care policy that this evolving structure of 
control over pricing has been used to re-enforce the pricing. decisions of the 
private sector, rather than to modify thera significantly • 



5o ■ ■ ' 
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U.S. Health. Concentration of 
Decision-Making about Pricing 



Year Gini Coefficient* 



1890 


.22 


1900 


.45 


1910 


.35 


1920 


.30 


1930 


.25 p 


1940 


.38 


1950 


.40 


1960 


.46 


1970 


.50 



Data are very broadly estimated, calcula- 
tion of coefficient may over-correct for 
aggregation bias. 



By our Indlcatots, the American medical system between 189,0 an<i4900 
l8 4uite decentralized with only very modest tendencies towariS central^ation 
over time. Of the various types of decisions which we have considered, 
0tmoture8 that significantly concentrate decision-making exist only with 
regard to pricing, sources of revenue, and the, supply of professional sta^f. 
By our measures, there is little decision-making over the 

profe$iiondl or administrative aspects of delivering treatments or over 
Access to medical care. 

> ~ ' — - — 

F.lfeure 3. About Here 

f - \ ■ 

The American medical system differs significantly from that of the 
American education system, in which both generally higher levels of concen- 
tration and stronger trends toward increasing 'concentration are observed. ^ 
Leaving aside for the moment '"the generally higher level of concentration of 
decision-making in education, both the health and education systems display 
similar patterns among the various dimensions which we haye considered, in 
both systems there has been a tendency toward greater concentration in 
decisions about inputs and outputs than about the treatment process itself. 
And in both systems, the decades of the 1930s and I9i4.0s were the starting ^ 
point of hififtorical tendencies toward greater concentration of decision- 
making structures^ ^ , , 

* ' ' ■ « ■ ^ 

The Concentration of Decision-Making in English and Wel^h Education 1890-1970 

The development of State intervention in and the effective centralized 
control over education in Britain was, by European standards, quite lat^e in 



occurring. Prior to 1870, government played little role in any aspect of 
the educational system except the providing of funds. With the reorganization 
of local government and tfie expansion of the franchise in 1*868, the direct 
role of government began to expand rather rapidly. By I89O, when ou* datft 
begin, large strides had already been made toward concentrating decision- 
making about education* mostly in the hand? of governmental authorities. 

Inputs; Sources of Revenue 
To the uninitiated, the complexity of the British educational system is 
formidable. Over the period of our interest, a large nimiber of different' 
Institutional arrangements and school types have come and gone, making the 
eetlmation of the number of decision-making authorities a rather difficult 
Job. In Table Seventeen, we present an account of the number of primary and 
secondary schools as well as school systems in existence ii|j England and Wales 
at vatious points in time. We have ordered the school types from minimum to 
maximum government involvement as one moves from left to right across the 
table. 



Table Seventeen About Here 



In contrast to the A;u -lean system discussed earlier (See Table One), 
the number of education decision-making authorities in England and Wales has 
been in continuous decline since the lat^ nineteenth century. One of the 
most notable features of Table Seventeen is the consolidation of local 
education authorities (at I902 in England and Wales as opposed to the l930's 
in the United States), and the rapid erosion of the wholly indeij^ndent 
sector in the post Second World War period. 



toglind and Walei 8duc«t%. MuAer of DeclaloihMaklng .Authority in Pr^^^^^^ Secondary Education. 




Year 

1890 
1900 
1910 
1920 
1930 
193B 
1950 
1960 
1970 



Wholly Direct 
Independent Grant 
Schools „ ■ Schools 

11,130 ' 
10,608 



10,000 


(!)• 


9,500 


(1) 


9,250 


(1) 


9,000 ' , 


\ (1) 


4,010 


164 


2,680 


' 178 


1,099 


176 



Certified 
Efficient 
Scliools 


Voluntary 
. Schools 


Controlled'; 

Voluntary 

Schools 

' 


Local 

.Education ■ 
Authorities 

. M'l, 


Total ' 


, 252 ' 


14,761 , 




2,37.6 


,28,519 


108 


, 14,359 4 


0 ' '\ 


3,333, 


28,408 


162, 


13,346 ; , 


0 


,468 


23,976 


m 


12,863 


0 


462 


23,11,9 


609 


11,816 


0 


463 


22,138 


776 : 


• ^1,178 ' 


0 ^, ' 


461 


,21,415 


1,191 


'11,107 , 


0 


' 146 ' 


16,618 


1,479 


5,579 


4,782 


144 


14,842 


1,405 


5,292 


• 3,876 . 


161 


12,009 



(1) Included under voluntary schools. 



England and Wales Education^ Sources of Revenue (Percentages of Total) 





, 

?a:lvate 
Sout'ces 


L.E.A. 

■ (elem.) 




L.E.A. 

(higher) 


Central 
Govt. 






36. 3Z 


i 


25.0% 




JO • / A 




1900-1 


r 

17.0 




3? 7 




* 1 

DU • J 




1910-i^ ' 


16 . 8 






H • i At 


An 1 




a920-l* 


16.6 


31.7 




5.2 


A6.4 




1930-1* 


13.5 


30.9 




•* 

7.0 


. 48.6 




1937-8* 


16.0 , 


32.3 


23,8 


7.8 


43.9 




1950^1 " 


23.3 






52.9 




^960-1 


10.1 




14,8 




75.0 




1970-1 


8.2 













Separate local authorities existed In this period to deal with the 
different levels of public schools. 



England and Wales Education. Concentration pf 
Revenue Decision-Making « 



Year Gini coefficient 

1890-1 .\ .666 



1900-1 
1910-1 




1920-i ■ ' .902 

1930-1 ' .900 

1937-8 .^02 

1950-1 ■ ■>: .856 

1960-1 .928 



J^n Table Elgliteen, we present data on J:he, sources ot revenue in the . 
English and Welsh systems froni I890 through I970. In these data, we 
. categorize 4funds as central govommeht Chat are collected by, central 
gpvenunent but administered liy i local authorities. We have grouped private 
payments (fees, gifts.,, endowments) to public^ector ^chools as, local 
.government. ' 

It is clear from Table Eighteen that the 'central goverTiment has played 
a much larger role in the finance of . education in Britain than in the United 
States. When we take the number of decision-making points into account (See 
Wble Nineteen), a picture of very high concentration emerges.. 



Tables Eighteen and Nineteen About Here 

The data in this table show that decision-making about educational 
finance was sufficiently concentrated by I90I to allow for the central govern 

ment to -use it as an effective instrument of system control. In the 1950s 

0.1. 

and I96OS-J* further centralization of funding occurred, with the central ' 

' . ' ■ -■ ' / \ 

government supplantin| local education authorities. However, in the late 

1960s some modification of this trend was noticeable, as there was a tendency 

for central government grants for education to local authorities to be of an 

uncategorical nature. 

Inputs; Professional. Staff 
Decisions about the hiring, promotion, and firing of professional staff 
in primary and secondary British education have always occurred at the local 
level. Because the central government plays little direct role^^n such 
decisions (albeit the central government has long been concerned with the 



general supply of ed^catlonjil professionalfi)., the concentration bf dec^8^0n- 
. making In this area Is somewhat less than In finance. .Although this Instltu- 
tlonal arrangement Is similar to that which exists in the United States, 
.there are relatively ^ewer l^cal govetnmeptat Authorities and private schools 
In Britain—leading to\ a higher level^f concentration about such decisions 
than Is observed In the United States. , " 

• When we distribute the primary' and secondary professional staf f of English 
and Welsh Schools across "the various decision-making authorities resp onsible^ — 
for their employment, the following gini cbncentlration coefficients result: 
.709 In 1950, .719 in i960, and .8O8 in 1972. If the employment of teachers* 
was proportional to administrative control, over students in the period prior 
to 1950, the concentratiqn of decision-making about professional staff was 
probably about .5 to .6 in the period 1Q90-I90d, and rose to approximately .7 ' 
in the period from the reform of I902 until the post-Second World War reforms. 
In contrast to the American system, the concentration of decision-making about • 
professional staff in Britain has been quite high and has displayed discontinuous 
change . 

Inputs : Students 

Although slow by European standards, Britain established efiEective 

regulation of school attendance at the primary and secondary leVel earlier 

than in the United States. Also in contrast to the United States, such 

regulation of access occurred at centrarigbvemment initiative /rather than 

\ - • . ■ ■ ■ , 

at the regional government j level) . As in the United States, most attempts 

to regulate educational demand were with the express purpose of increasing 

rather than rationing demand for education. In the United States regulation 

of educational demand changed in a smooth fashion as increasing numbers of 

states adopted mandatory attendance regulations. Characteristic of th^jnore 



. esntraiiaed system In firltdin, jregulatlpn of demand has changed in a step- 

wise faihion as one aspect o^ petlodic broader reforms , of education Initiated 

... ■ ■■ • ■ ' ■ ■ ■ " I .■.-»' 

by central government. 

The various ta forms of British, education established increasingly long 
periods of mandatory attendance. In 1892 the, reqMireraenfe that all persons' 
attend school from ages five through ten was instituted, though enforcement _ 
was often lax. In I90k the requirenjent was changed tp require attendance 
through age twelve, and after the First World War, this Was revised upward 
to age fourteen. -No additional changes occurred in the inter-war years, and 
it was not until after^he Second World War that the leaving age was raised 
again to fifteen, and then to sixteen. ' 

Direct coding of centralization of demand for educatipn is not possible 
from quantitative materials. Taking into account the facts that British 
regulation occurred at the central government level, was established at 
earlier dates, and generally covered a wider proportion of the populationi 
we hav^i on the basis of reading from qualitative sources, coded concentration 
along this dimension as being at the .8 to .9 level until I930, and declining 
somewhat thereafter, as increasingly'large proportions of students were in 
school beyond the mandatory leaving ages (and consequently by decentralized 
choices) thereafter. , 

Process; Decisions about Curriculum and Teaching Technique 
A. technically correct coding of the concentration of decision-making 
about curriculum decisions in British education does not tell the whole 
stoty. In British education the content of curriculum has been asmajor 
policy issue since at least 1830, and the balance of power among various " 
interest groups in this area has displayed considerable change. In the ' 
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'-^^ •ense of what 'proportion tff declfllon-makera control vhirt proportjLon,^^^ ,s 
of curriculum aecisionfl however, centralization has not been great. Most 
Important decisions of this, type hive been, and continue to be made at the 
> livel of the individual school or local , education authority. As such, a 
proper repvesentatton bf the degriae of concentration Would reseiflble that of 
administrative decisions (next sec tibh). We have reduced these coefficients 
V «Ofliewhat to allow for the role of individual schools rather than local 
authorities making some curriculum decisions. The resulting series moves in 
a step-wise manner from about at IQ90 to about^ .6 at 1970. * ✓ 

Compared to the American system* of deciding curriculum matters, the 
British system is highly concentrated - owing to the smtfller number ^nd 
larger relative size of local goveinmient -administrative units. The British 
system, however, is even more centralized than these concentration coefficients 
would suggest. Having its origins in the nineteenth century, the central 
government in Britain has exerted very strong influences over curriculum 
indirectly, via its control over educational finance. Until I902, grants 
were paid to schools on the basis of the performance of students on central ' 
government examinations; thereafter, while block grants replaced "payment by 
result", central government authorities have suggested curriculum and exerted 
influences on the natuil of what i\3 taught by their input into the content of 
the 11+ and school leaving " examinations . ' 

This mechanism of exerting control over decisions indirectly by means 
of direct control over other decisions is a very Important aspepts of all 
control systems. In terms of our formal coding, however, the decision-making 
structure with regard to curriculum must be regarded as relatively decentralized, 
The peculiarity of the British educational system in this regard points up an 
Important type of decision that has not been considered in this paper: the 
control over information about* performance and evaluation. 

. • .67 
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^ Itt^^;^^^^ off edlcattonal demand changed in a . 

kiijooth fashion/ wlt^^ increasing numfier of states iadopttng man^ktoty 
ichool attendance r^^^ In the more centralized Eilglish and Welsh 

^ tern, the regulation of deirtand chaijiged tnia step-wise fashion, as thfe 
c|lfct:ral government has Initiated periodic educational reforms. 

. V- ■ ■ . ,v , ' \ \ 

V Process ; Educational Adltftn istration 

■' in the American system of education, '^fecisions, abc(it administrative" 

matte^ In British education are decentrallze^Uoccurring at the level of 
thp school or local education authority. Becaliipe each education authority^ 
is proportionally larger in Britain t^an in thet United States, the overall 
degree |f concentration in such decisions i^s higher. While not immediately 

. , ■ '■'■r. • ■ " ■ . ■ 

relevant^ tcr the objectives of this paper. It is also very important to . 
recognize that the central government has a great deal more influence over 
the decisions made by locaj. authorities and private schobls" in Britain than 
in the United ^States, This influence is exerted by use of the funding weapon: 
private schools %nd local authority schools in Britain have long had to obey 
increasingly 'detailed governmental regulations about administrative and 
curriculum matters In order to qualify for central government funding. 

For measurement purposes, we have regarded control over administrative 
decisions as directly proportional to the ntn^bers of students under the , 
governance of various. types of authorities. In Table TWenty, we present 
estimates on the num|Ders of students by type of governing authority in 
primary and secondary education in England and Wales. 
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England and Valea Education, NumberB of Primary and Secondary Students by Type of Governing' Authority.' 
(Special, technical, and evening education not Included) . ■ . ' , . 




ifear 


Wholly ' Direct 
Independent^ Grant 
Schools Schools 


All 

wiiclent 
Schools ' 


Voluntary 
Schools 


Controlled 
Voluntary 
Schools , 


All ■ ' 

LiEiA. 

Schools 


l" 

ibtal 


1890 

i , 




305,00f 


13,50,0 


^,909,473 


0 


1,923,856 


5,151,829 


1900 




329,639 


' 4,666 


3,043,006 


0 


2,662,669 


6.039 980 


1910, 


350,000 


(1) 


22,500 


2,552,988 


0 


3,653,344 ' 


6,578.832 


,1920 


339,000 


(I)' 


48,756 


2,353,538 


'0 


3,916,889 


6.658 483* 


1930 


306,000 


(1)' 


82,108 


2,027,778 


0 


3,922.303 


6.338 28')* 


1938 


300,000 


(1) 


100,350 

r 


1.746 067 


u 


^ Al l /.Ol 


5,957,838 


1950 


305,600 


. 83,720 


219,333 


1,492,324 


0 


4,252,374 


6,353,351 


1960 


202,521 


108,663 


293,954 


1,009,183 


543,524 


■ 5,371,574 ■ 


7,529,419 


1970 


. 96,048 


118,545 


310,950 


1,237,780 


607,461 


'6,518,281 


8,889,065 



(1) Included with voluntary schools. 



England and Wales Education. ConcentratiDn 
Administrative Decisions 









' : •/ 


Year 


Glnl Coefficient 





1890-91 


.58 


1900-01 


.59 


1910-11 


.75 


1920-21 


• .72 


1930-31 


.74 


1998 


' . . 76 


1950-51 


.73 


1960-61 


.80 


1972 


.82 
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In Table Twen|;^;|^one , we proaont gini concentration coefficients for ^ 
the distribution 6f students across -administrative authorities. These data^ 
reflect a relatively high concentration of control over administration, with 
Increases in the coefficients occurring at these times, when distinfct- - 
reorganizations occurred in English and Welsh education. 



Table IVenty-one About Here 



Decisions Abogt Consumer Prices / ^ 

■ : . < . ^ ■ V . . , ; • 

In a completely decentralized system the costs of education to the 

^ -r ''•.')' ■ 

consumer would be set by bargaining between individual providers and individual 

consumers. Such an eddcational system has not been approxipiated in Britain 

between 1890 and I97O. In a series of reforms ( 1870 , 1902, sever^tl acts in 

the 1930s and I9UU) decisions about the "cou^umer cost of education' at tl>Hk. 

primary and seconda,ry level were increasingly centralized. The central govern- 

merit has increasingly p^^ovided larger proportions of the totals education at 

no direct cost to the consumer (that is, the costs are made indirect general 

taxation). Two major changes of this type Kav;e occurred. The I902 reform* 

act «was most* d-rcunatic in that it eliminated school ^ees in primary education 

■ . * . 

in both board and' voluntary schools. Previous to this time, local authorities, 
I had set fees^ in board schools and vo Ivi 11 1 airy j schools were free tp charge what 
they wished. A series of\efonns in the I93OS , and the reform act of I9UU 
further centralized decision-making by making education in direct grant 
grammar Scho.ols 'free to the consumer (the state had earlier required that 
some places in these schoolB be made free as a condition of qualifying for 
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England and Wales Education. Students Attending 
Under Prices Set by Various Authorities' 



Year 


Private 


Local 


Central 


1890 


62.7% 


37.3% 


0% 


1900 


55.9 


44. i 


0 


1910 


5.7 


0 


94.3 


1920 


5.8 


0 


94.2 


1930 


6.1 


0 


93.9 


1938 


6.7 


0 


93.3 


1950 


8.3 


0 


91.7 


1960 


6.6 . . 


0 ^ 


93.4 


1970 




0 


95.4 



.1 i."' 
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England and Wales Education. Concentration 
of Decision-Making in Pricing 



Year Gini Coefficient 

1891 \ .29 ' 

1901 I .32 
1911 ^ • .94 

1921 • .94 

1931 .94 
1938 .93 
1951 .92 
1961 .93 
1971 .95 



state subsidy) . However, thi^oughout the period, there 'remained a sizable 
fee-for-service sector in education: the wholly independent and efficient 
schools.' 

A somewhat crud6 way of indexing the movement toward concentration in ^ 
decisions about consumer cost is to count the numbers students attending-... 
schools under consumer prices set at the various levels . As Table Twenty-two 
demonstrates, the reform of I902 was significant in th^'t it placed consumer 
costs under 'the control of the central government. In ^the period since World 
War II, th^central government's decision to provide free direct grant seconda 
education .-^d the decline of wholly independent schools has led to further" " 
concentration. 



Table Twenty-two About Here 



■ . ^ ■ . 

By taking into consideration' the number of authorities making the pricing 
decisions, we have computed the gini coefficients, which we present in Table 
Twenty-Three. 



Table Twenty- three About Here 



British Education: Summary 
Both in the level of centralization timing which the centralizing proc^ess 
occurred, British education has differed substantially from' the American 
system. Despite numerous ^alterations in the content of the BiMtish system, 
tllfe reform act of 1902 efitablishcci the basic pattern of system control. And 
this has not changed substantially since that time. The American systbm, by 
way of contrast, has undergone a continudus evolution in centralization 




A 



throughout the period between 18^0 and I970. And the Second World War. * 
tt ' ' 

the two systems have converged somewhat in structure. ' 

■ ■ \ 

In the English and Welsh Systems, input decisions are the most highly 

conceptrated, general decisions about the process of education are somewhat 
, less concentrated, and on-line work decisions (curriculum .and teaching ' 
method) are the least concentrated. 



Figure 4t About Here 

r 

The degree of concentration of various types of decisions in the Americ 
9 system is rather different and does not display the same hierarchy of concen 
tration among decision types. This fact, coupled with the higher overall 
level of concentration of decision making in the British system., suggest one 
major source of differences in the performknce of the two systems. Cleatly 
the American educational system is less highly iategrated, and on this basis 
alone, we would predict that the United States would have a slower diffusion 
of educational innovations (HoUingsworth;, " Hage , and Hanrieman. I978) and less 
equalization across classes and regions (Hollingsworth , forthcoming). 

The Concentration o f Decision-Making - in British Medical Care 1890-1Q70 

■A more dramatic contrast between the structures of decision-making in 
medical care could hardly be found than between the United States and Britain 
since the Second World War. One of the primary aspects of "socialized 
mediyine" in Britain can be defined by the high degree of concentration 
of decision-making under the National Health Service. In many ways, however, 
the apparently revolutionary reform of British medical care in 19i|8-lf9 is 
only an acceleration and rationalization of pre-existing trends. 



Inputs; Sources of Revenue 
A large number of decision-making authorities have over time played 
some role In allocating funds to medical care. Central and Xocal governments, 
public and private hospital authorities, public and private insurance 
schemes, and individual physicians have all had some degree of control over 
the flow of funds into medical care. 

In Table Twenty-four, we present the number of different types of 
decision-making authorities in British health care. We show the numbe:;/^ 
physician's practices, with a division bdtween wholly private practice and 
practices associated either with the National Health Service or the earlier 
National Health Insurance system. Private hospitals and private practice 
in public hospitals did not disappear completely with the institution of the 
National Health Service,^s shown in Table ^Twenty- four, but such practices 
were reduced to a very small number. In the period prior to the N.H.S., we 
counted the number of local authority hospitals rather than the number of 
local authorities. For the N.H.S. period, we count the counties and co^unty 
borough as administrative units rather than the eight reg:^onal hospital 
authorities. Both of these choices are somewhat questio^^e, and bias 
slightly the centralization coefficients in a downward direction. 



Table Twenty- tour About Here 

From Table^ Twenty- four,* we gain some notion of the administrative 
revolution induced by the N.H.S. legislation. The numbers of physicians 
relying on private practice declined very radically, and essentially ,all 
hospitals, publir and private, were absorbed into a central government 
administration. 

. 1 - 
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England and Wales Health, Numbers of Decision-Making Authorities 



Year 


Private 
M.D. 


(N.H.I. 

N.H.S. . 
M.D. ^ 


Private 
Hospitals 


. Public 
Hospitals 


Local 

Authorities 


Central 
Government 


Total 


1901 


19,091 


0 


OIL 


j/ 1 


14a^ 


1 


20,181 


19 li 


19 ,A7A 




D 


«; 7 c 


-146 


1 


20,851 


1921 


15,460 


4»000"'' 


737 


779 




1 , 


21,123 


1931 


^15,075 


8,087"'' ^ 


921 


1,285 


146 


. 1 


25,515 


1950 


1,714 


19.000^ 






146 


1 


1,861 


1960 


1,575 


22.100^ 






146 


1 


J., 722 


1970 


1,153 


24,600^ 






161 


1 


1,315 


^Independent for sources 


ot revenue 


* 

purpos^es . 









Regarded as part of N.H.S. for sources of revenue purposes. 



/ 



ERIC 



In contrast to the single dramatic change in the, number of administra- 
tlve^un^ts brought about by the N.H.S., the Provision for financing British 
medical care undexvent a more gradual transition between I89O and I970. In 
^ble IWenty.flve we present data showing the proportion of the total 
medical expenditures irt> England and Wales that .were, met' by the activities 
of private individuals and private insurance, public and private hospitals, 
local governments, and the. central government (including the N.H.S.). * 



Table Twenty- five About Here 



The most notable features of this table are the step-wise decline in 
private financing of medical care, and the compensating increase at the 
central government level. Also very important to the long-run transition in 
control, over medical caire financing is the nationalization of local government 
and private hospitals under the National Health System. Broadly consistent 
with our earlier discussion of the American medical system, the data in Tables 
Twenty-four and Twenty-five expressed as concentration coefficients, which 
are given in Table Twenty-six. 



T^ble Twenty-six About Here 



From these coefficients, it is clear that the British. system has 
displayed consistently greater concentration of decision making with regard 
to medical care, finance than has the United States. It is also clear from 
that decision-structures in regard to finance have changed in a step-wise 
>^shion in Britain, as, opposed to the more gradual evolution of the American 
system. 



England and Wales Health. Sources of Revenue (Percentages of Total) 



Year 


— 

rrjLV^ce individuals 
and Insu ran c e 


Public & Private 
Hospitals^ 


Local ,^ 
Government 


Central 
Government 


1901 


70.3% 


26.1% 






1911 


68.7 


25.6 


S 7 




1921 


44.0 


28,0 


D . O 


21.4 


1931 


. 40,1 


32.3 


3.4 


24.2 


1950 


15.4 




5.7 


78.9 


1960 


17.0 




6.4 


> 

76.7 


^70 


16.7 




5.6 


77.1b 



^Net of , central government contributions to N.H.I. 
^Starting 1950, allocated to N.H.S. (central government). 
Net of central government subvention. 

Includes subventions to local authorities and to private insurance. Beginning 
1950, includes N.H.S. non-fee receipts. egximing 




j»r, .England and Wales Health. • 
tVi ;* ^^''"^^^"t'^tlon of Revenue Decisions 



Year 



1901 
19 il 
1921 

1931 

■ '1 
1950 



'i/' ^^^^ 

vM 1970 



1 Coefficient 



.238 

.249 

.500 

.529 

.829 

.810 

.806 
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Inputs; control o ver the Supply of Mcdlcgl i'rot csslo'nals 

i ' ■ . • " ■. , . ~^ — ' — ■ ,,■ 

In Table ^cnty-9cvori, we present estimates of the employment location 

/ ' ■ • . . ' ' 

of physic lan» in England and Wales, disaggregating the total into office 
versus hospital-specialty, practices 'and by administrative auspices within 
each category. ' < " ' " ' 



^ 3 ' ■■ ' 1 • - 



Table Twenty-seven About Here 



Even without any change in the administratii^e structure of medical ' 
'care, we would observe some tendency toward centralization resultiitg from 
the growth of hosj)ital-base ^practice. When coupled with the changes in the 
numbers of decision-making^uthoritiesi it become^ clear tha^^the decisions 
about the^ conditions of practice of British physicians "haCe become quite 
Centralized (See Table<' Tt^enty-eigUt) . . * : ^ 



Table Twenty-eight About Here 



Inputs: Decisions About Acx:ess ^' . 
' .yf^rom a general systems control perspective, the -absence of highly' /^ "^ 

concentrated decision-makipg about- the demand for medical care in Britaih 
seems an anomaly. In,Bri>tJfh medical . care ' since the Second World War there 

T Y '. ■ 

has been little oV il^ attempt to centwlize" decisions with regard to who may • 

" ; " , ' •» ■' " ' ■ I ■ ■ ' '■ ' 

• receive how much health cire; other than to i.nsist that .everyoiL. has a 

right to m'edical care; As in the United States,' the decisions about the 

. ■ . . ■ 91 , ■ ■ ^ ■ \' ; V . ■ ■ ■ • 

.,.deman,d for medical care has-been left highly decentralized and such control 
is^exists ov^r 'the demand for health care° is exerted i^l^ectly, via 



../^manipulating the. supply of health eare revenge, and professional staff 
available and the price^^Harged -to consumers. . \ ^. 



Eilgland md Wiles Health. Employnient of Physlclana by Sector. 



I 

Year 


, Office Practl(;e 

M.l, 
or 

Wholly N.H.S.' Total 
Private Affiliate Office 

, 


Local Authorities 

Local • 

Authority 

and 

Doctors Privatfe 


. . .^.J ........ 

Hospital and Specialist Practice 

Priv. i Hospfial 
N.H.S. Private and 
\ llospltals Consult Spec.t 


< 

Est. 

Total Active 


1691 


16,307 


0 


16,307 , 




1.919 ' 


0 


1.919 


"if , ' ' 
^,\8,276 

21,563 


Wiji 


19,091 


0 


19,091 


100 


\2,372 


0 


t 

2^372 


1911 ' 


19,474 


0 


19,474 


,200 


|,530 


" 0.- 


■ — 2,5^ 


"22,004 


1921 ' 


•,15,460. 


4,000 


19,460 


300 


2,694 / 


0 


2,694 


. 22,45^ 


mi 


15,075 


8,087 


23,162 


425 


3,370 


0 , 


3,370 


26,956 


i7J0 


1,800 


16,200 


18,000 


•450 


•2,950 


0 


2,950. 




1951 


1,714 


19,000 


20,714 '1,300 




' 12,000 


2,399 14,39^ 


36,413 • 


1961 


1,575 


22,100 , 


23,"675 ■ 


1,300 


' 4 


,16,500, 


3,141 19,641 


44,616 


1971 


1,153 


24,600 


25,753 


1,300 




25,500 


5,077 30,577 

♦ 


57,630 

1 
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England and Wales Heaith. Concentration 
of Staff Decisions. 



fear ' Glnl Coefficient^ 



1891 




.07 


1901 




, -.05 


1911 




.04 






V .03 


1931 




.04 ' 


1938 




.08 


i951 




.84 


1961 




•99 


1971 




, .89 ' 



^Fpr 1891 through 1938 all office 
practices are regarded as seaprate 
authorities. Under the N.H.S. all 
private physicians atfe regarded as * 
sep^ra^e authorities and all employees 
of the N^.H.S. — whether in hopsital or 
general practice — axe allocated to 

^central government. ^ ' ' ' 



Similar to the^^crlcan system, patl6nts are relatively free tb 
choose whether or not they will be treated, to what extent, and by whom. 
^ Given this reality, the construction of an Index of concentration dccl^^l^n- 

maklng about the , demand for health services <would show very low value! 

"A !• 0 ■ ' * 

.through the time period. • 

■* •• • • ' ' . ' ■ , . ** 

. » Process; De cisions about Treatments * 

* ■ j * '• • 

As with American. medical care, there Is little ccAcentratlon In decision- 

1 ■ ^ 

making about the actual courses ^f medical care treatment. Such decisions, 
. are made by Individual providers df treatment on an Individual basl's--that Is 
the state does' tidt attempt to dictate the appropriate course of treatment for 
appendicitis, bronchitis, cancer, etc. 

The • absence of a formally concentrated declslon-maklhg structure with 
regard to such decisions does not,' of course, tell the whole' story ^ St^rong- 
influences do operate on the Individual practitioner by medical associations, 
treatmeat review committees in hospitals, sources of paym^eht for medical 
care, a^d the like. In terms of the formal concentration of decision-making 

as treated in this paper, however, treatment decisions in British medical care 

H . * . 

are coded as highly decentralized. 

. \ . ' 

' . I^rocess ;^ Administration 

In« contrast to th^ lack o^. centralization about professional .decisions 

over the medical care treatment process, administrative aspects of the" ^ 

treatment process in Britain have undergone a steady evc^utlon toward greater 

^ concentration. From 1890 to I97O, decisions about the ^umber of patients per 

physician and the physical facilities pe^r^patlent have increasingly been tHe ^- 

• • • 1' . ^ 

subjects of collective decislon-makj-ngl In the period before I9II contractual 

/ • ' . ^ '. ' ' 

■ • '■ » • . * . ' 



63. 

arrangements between' friendly societies an^ individual practitioners acted 
to collectivize such decisions. Under the, National Health Insurance System," 
^individual practitioner's control over such admir>lstrative matters wer6 
further eroded by the institution of "panel practice" in which the patient 
load and other administrative' matterl^ were an explicit part of the contractual 
arrangements between providers . and approved societies. And under the National 
Health Service^ virtually all administrative matters with regard to treatment, 
both in hospital service and office practice, have become matters of central 
government policy, . ^ • 

One way of quantifying this dimension is to examine the distribution of 
patient treatments delivered under administrative rules set by private 
practitioners, private hospitals, local and centr^J" authorities . In Table 

Twenty-nine, we present estimates of this type. 

( . ■ • • ; \ 
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Table Twenty-nine About H«re 



As in the United States, office based practice is the predominant 

ft 

feature of the medical care system throughout the period, with hospital 
based practice making large advances mostly since the Second World Wjar* In 
Table Thirty,- we present estimates for the degree of concentration in admin- 
istrative decision-making in medical care by calculating the distribution of 
^treatments across the numbers of authorities responsible for administrative 



control. 



Table Thirty About He ?e 



29, » 

. ■ ■ ■ ■ ■ ' ^ 

England and Wdles Health. Treatments by. Administrative Authority 
(In thousands of treatments) 



Year 


Phyaician's 
Office Practice 


Private 
Hospitals 


Public 
hospitals 


Total 


1891 


43,505"'^ 


■ 3,355 


1,368 


48,228 


1901 


65,056^^ 


A, 815 


2,151 


72,022. 


1911 
1921 


90,175-'^ 
113, 661 V 


6,276 
7,78A 


2,936 ^ 
2,983 


99,387 
124,^28 V;, 


1931 


127,846''^ 


11,177 


4,503 


143,526 


1951 


188, 159^ 


50 


29,586 


217,795 


1961 


225,915^ 


84. 


33,852 


; 259,851 


1971 


* 2 

255,000 


115 . 


40,221 


295,336 



" „ , I 

: — r 



Some prbportion of these treatments ocdurred under administrative . 

arrangements flxe^ by friendly societies and (after 1911) frdlendly 

societies and approved (N.H.I.) societies. 

2 ' 1 ' 

It is est lm^t;ed that 5% of these treatments were outside' the N.H.S. 

and conseqJuentlyN^^,i*«ated as not concentrated. The remainder a^ 

regarded as being undej^ central government administrative authority. 




C / ' 

i England and Wales Health. Concentration 
of Administrative Decision 



Year Gini Coefficient 

V— — 

1901* ^ .048 (.05) 

1911* ' .033 ^(.08) 

1921* .014 (.10) 

1931* . .014 (.20) 



1938* 

•1^50 .957 

' I960 .956 

1970 .956 



(^40) 



♦Alternative estim^es for 1901-1938 are 
in parentheses. These estimates attepipt 
to give some impression of- the centralizing 
impact of friendly society contractual 
arrangements (1901-1^11) and later "panel 
practice" under JI.H,I, Under N.H.I, of 
physicians in officie practice, roughly 
4,000 of 19,500 were in panel practice at 
1920, 8,000 of 24,000 at 1^0, and 16,000 
of 24,000 by 1938. \ 



I 

The -dcKree of concentr.atilon in adminlairative decisiono in medical care 
in Britain in the perio/ prior to tK-e Wational llealUi Insurance system was 
probably only olightljr greater than that in the United States at the same 
period of time. In the int^rwar years the rapid growth of panel practice 
under the National Health Insurance led to a rather rapid movement away from 
physician autonorry, a trend that was carried to ita conclusion under the 
National Health Service. 

Decisions. aBbut Prices 

As one of the most important mechanisms for coordinating the inputs and 

■ t ■ 

treatment processes in health, control over the pricing system represents 
a potentially powerful means of syslem control. In Britain there. has been 
a trend tovard greater concentration in decision-making about pr'l\;es over ' 
the entire period 18y0 to 1970. ' • 

Even . in the earlie^ years of the period, prices were not set in a' wholly 
un\»ncentra*q!'^|anner (ejich provide!- setting his/her own prices). Conoid- 
erable portiori!|HpT the financial floiVin medical care were the direct 
responsibi^ty of local governnents x^ho set fees in the public hospital system. 
Ever\, in the private .sector, treatment occuring in hospitals occurred at 
prices set by hospital boards of governors, and not individual providers. 
In addition, some portion of medical care expenditures in the years prior 
to the National . Health Insurance were set by negotiations between groups 
of providers and'the, Friendly Societies,' resulting in. some* degree of concen- 
tration of control over pricing (the activity of Friendly Society fixed 
price s^eraes Ire not reflected in our data for 1901 and 191 1). 



Under the National Health Insurance system a raudh broader concentration ^ 
of price decisions occurred as the central government regulated and' essentially 
fixed medical care prices for the increasingly large portion of the population 
who were affiliated with the approved societies. In contrast to the American 
system, each increase in governmental subsidies to medical care also carried 
with them explicit controls over the pricing of services in the N.H.I- period. 

The institution of the National Health Service in I9U8-U9 carried the 
concentration of decision-making about prices to its conclusion,^ as almost all 
-prices over physician and hospital services were determined at the central 
govemroentr level. These trends may be represented by tracing the proportions 
of all money flows in medical care that occurred upder prices set by prqviders, 
local govemmeijjt agencies, and central government agencies (Table ^1) and 
distributing the^e pricing decisions across th^ number of decision-making 
authorities of each type (Table 32). 



Tables 31 and 32 About Here 



* From these tables it is quite clear tljw|j^ pricing decisions have followed 
a course .of concentration b^j^J^^ with those of most other key 

aspects of the medical care system. 'Perhaps more clearly than wilffi any other 



31. 



England and Wales Health. Percentages of Expenditure at Prices 
Set by Variods Authorities »■« «c prices 



4- 



mk. At PriceiB Fixed ' Local 
^ Privately! Government 



Central , 
Authorities^ 



1901 


75Z 




25% 


OX 


1911 • 


73 




27 


0 


1921 


46 


V - u 


38 


16 


1931 




i 


3^ . 


18 


1950 


5 




0 


95 


1960 


■ 4 




0 


96 


1970 


, 3 ^ 


'J 0 


0 


97 



hi^pltalf ^"''^"'^^^ private out-of-pocket, private insurance^ voluntary 
^1921-1931 Includes N.H.I. ^ 
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32. 



England and Walfes. Health, 
of Pricing Decisions 



Qoncen'tratlon 



Year 



Glnl Coefficient 



1901 


.237 




1911 
1921 
"1931 


, .2A2 
' .509 
.A78 


. ■i 
■ ■ r. 


1950 


.950 


1960 


'.960 




1970 


.970 
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Important type of «recl8lon, the history of concentration of decision.maklng ' 
•bout medical care pricing demarcates the transition of the British medical 
care system ftom aj!mix*t! economy" to a "command economy." 

' V ■ ■ ' ■■ ' ■ ■ • • '• . 

. Coticentration of Dec lslon-Maklna in British Medical Care; A Simimo ^ 

British medical cLe shares with the other systems examined In this ' 

paper' a general evolution toward greater concentration in deci^oh-making # 

over time. In comparison with the other systems, it shows W tendency toward 

3 ■ . . . , ■ 

concentration to be highly advanced. The British medical care system also 

4i8t>lays further variations in control structure; that is, in the British ' . 

medical care, system, the degrees to which the several critical types of 

decisions have become subject to concentration differs from other systems|. 



Figure 5» About Here 



As noted previously, control over finances appears to be the dimension 
of System control that changes first, andusually to the greatell: degree. 
Co^rol over the knowledge, factors of production and general administration 
seems to follow sources of revenue concentration in British, medical care and. 
in the other systeb. However, not all critical decisions in the system liave* 
become subject to highly centralized decisionrmaking. Most notably, demand 
and access decisions and decisions about the technical aspects of the treatment 
process have remained formally unconcentrated. . , ^ 




1890 • .1-910 1 930 1 950 't970 



•.■>■" SUMMARY . 

The primary* purpose of this paper has been to move toward a more 
adequate representation, both conceptually and operationally, of the variable 
••centralization" and to provide empirical ejcamples with medical and education 
policies tn the United States and Grekt Britain, The several sections of 
this paper have focused on previous uses of the concept*, generalizations 
about the causes and consequences of centralization,* a< reformulation of *the 

"\J . ^ ■ ■ ■ - 

coiQicept, problems in the operationalizatrio»-«ir'the concept, and the mpirical 
examples . . * 

Our scholarship has uspd "centrAlization'Vas both an independent and 
dependent variable and at several levels of analysis — e,g, total societies, 
political systems, complex organizations. The concept may be used to identify 
how critical decisions are made: whether^by many or few decision-makers ^nd 
whether ^he decision-makers are goverpmental or private sector actions. 'Our 
scholarly literature contains various indicatprs ,for measuring centralization. 
Some scholars, use the ratio of governmental expenditures to gross natfioHal 
product to describe the degree of centralization in entire nation states. 
Other-have used qualitative descriptive terms "federalist", "corporatist", 
and "democratic" for the same purpose. 

While the conceptual frameworks underlying the various operational 
definitions of centralization are often implicit in the literature, we find 
most of the empirical approaches for analyzing centralization to be inadequate, 
for purposes of studying policy formation and policy implementation. At 
this stage of scholarship. We need a clear conceptual framework for the study 
bf centralization, as well as empirical measures that are derived directly 
from It, We need measurement that captures the decision-making processes 



that ure the general referent of the concept anU that allow for empirical 
explorations bo tli across systems* and across time. 

We have defined centralization as the degree of concentratibn in t^^e 
distribution of decisions across different decision-makers-^. e what proportion 
of, decisions of a given type are controlled by what proportion of decision- 
makers. Our definition is purely structural, and deliberately excludes such 
considerations as to what kind of JLnterests are representee^ in a given 



decision, and the reasons for a particula|^ decision is being made. That is, 
we* view centralization as refering to th^^^om^ (not informal) integration 
of systems by means of direct control. We beliave 'that it is useful to sever 
this dimension from questions pertaining to the goals of decision-makers, to 
the Informal influences^ on them, and to the degree of participation in 

' ' ' ' J" 

decision-making. We believe that our conb^^ualization of centralization 
iias potential for helping us to understated system performance. Once we 
understand centralization within this context, wd can also better why decision- 
makers* goals are ionplemented or not, why systems have attained their level ^ 
of Integration, and' have their level of participation. 

Adopting our definition of centralization requires that types of 
decisions be identified and that the degree of control over each type of 
decision be n^asured. We have chosen to adopt a systems and cybernetic 
paradigm to ground theoretically the choice of decisions and decision-makers, 
though the empirical approaches suggested are equally applicable if one 

chooses to see policy formation and implementation in terms of contingency 

\ ■ V f ' .4 

theory. Our approach leads us, to identify Several types of critical 

> 

decisions in systems. ' Control over each type of decision represents a 
source of control over the performance of the entire system. 



Three types of decisions Import an ti to l^stcm pcrfcrr.fnce: acquiirin 
reaourceis ^ from the environment, controlling the production process, and 



ebnttolllng the information flows that coorclinate system input^i production 
processes, and outputs. For empirical* purposes, we distinguish further 

tt(iiong three types of input decisions and two types of production decisi'Ons* ■ 

■■ ■■ ' ^ ■ ' V • .; " ■ ■■ • ' 'H ' '[ ' ' 

We Identify decision makers that have discretionary control over t|ie 



acquisition of a system 'input , have coritrol over production proc^ssfes, or 
control Information about the systems 6jhctioning» We measure the concentra- 
tlon of control (centralization) with regaW to a given tjrpe of decision by^ 
calculating the ginl concentration coefficient of the joint cumulative frequency 
distribution of flows t)f a given decision type (inputs, processes or information 
across the authorities making decisions "of a given . type. ./ 

Ve have offered four examples of the operationalization of this approach 
to centralization. ^ They /deal with five decision types in each of American ^ > 
and British E|ducation\and Medical delivery systems- .between 1890 opd 1^70^ 
In working thcbugh the various examples, a number of descriptive conclusions 
are reached with .rfegard to the causes, and consequences of . cTianges in the 
cpnce.ht^ation of decision-making, .and important differences between the four ^ 
examples and^a^ross tlm6 are ancoverea. Thes^ descriptive, findings ar'e 
discussed in the following section. , ^ ^ 

. ^ - GONCLUSIONS ^ ^ . ' • V 

The Concentration of Decision-Makang in MedlcalCare and Education Ip Britain 
. and the Utiited S tabes ^ • 



V 

lotablc 



In each'of the four systems considered here th6re have been no 

*•'".■ * " • ' - ■ - ' , ' 

tendencies toward increasing concentration of Set is idn-making between 1^590 ^ 
and 1970. That is, larger and larger proportions of certain critical decisions 



have come to be^jaade by sfhaller and- smaller proportions of authorities. Thus 



\ 



it appears that, in the run of^an 80 y^ar period, the increasing complexity 
ind aisc of nedlical' aiid education d^ilivery' systems have not, led to the de« 
concentration of formal dec Is ion ■^making structures posited "by some complex ' 
organization theorists. Argumients that advances in technology and increases . \ 
In the economies of scale necessarily gener;j^te>centralization over time also 
seem unable to explain^hy systems performiSt^>!te same function in different 
nations display different levels of centras^Lzpn^ Thus it appears that ^ 7^ 
none of our existing theories of the cause? of centralization ace wholly 
adequate. ' ' 

perhaps more interesting than the general tendency toward greater 
concentration in decision-making are majc^r differences in centralization . 
In specific countries and in^ specific delivery systems. The very ex|.8tence 
of such differences points up the inadequacy of such global measures o^ 
centfra^zation as government expenditure as a ratio to G.N.P., Both British /i. 
delivery systems considered here tend to have higher levels of concentration 
of decision-making than the American systems. Some part of this result is 
pimply a function of the relative size of the two*nations coupled with ^ 
technological limitrs on the span of control; because the United^tates Is ) 
larger than Britain, larger numbers of local administrative units would exist 
in the United States even if the division of authority on a particular type 
of decision between local and central govertiq[ients were equal. However, .the 
higher^level of centralization in Britain cannot be attributed -wh^olly to the" 
fact that it is. a smal^ler country. It is .'clear that the^e are pe/sistent 
differences Between the structure of policy formation and implementation,, in 
the two nations that reflect* dynamics other than size( and technology. \ 
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In the United States , the stifUcture of decisioi(irmaking in education 
tb^nds -to ibe morfe highly cbnceritrated than in health,' In Britain;, the; 
jO^posijte wa^ the cas6 by l97p- Furthermore , the four systems considered, 
d&^lay quite different time paths in their progress toward their I970 
levels » Thefee differences point qp the importance of framing policy formation 
ana ImplementJation studies at levels more narrow - than t^e na)::ion-state. 
Indeed, there appealr to Ve important system specific variation that cannot 

explaineo by general dif^rences between nations or by general differences' 
between types of deliver^ systems. 

In addition to dif f^erences. in the overallxlevel of concentration of . 
deed's ion-making in educatldrt tends/to be .'^m'ore highly concentrated than in 
health. In Britain^ the opposite was the case by t^O. Furthermore, the 
four systems considered 'display quite diffepekt time' paths in. their progress 
toward' their I970 levels. These differences poirrrt up the importance of framing 



h^y 



policy formation and implementation studies ,a,t^^^ve Is more narrow*^ than th 
nation-state. Indeed 3^ there appear to be impole^tant syst^' spec4.fic variation ' 
that cannon be explained by .gener^al dlf ferences^^tween nations or by general 
differences betw^n types of delivery sy^temsi 

In ad3ltfon to differences in the overall level of concentration of 
decision-making across the foulc systems the- sys'tem^s differ in what might be 
called the "modes^f t:outrol JJT' thit is, the different systems display 
different mixes of concentraticm across the ty|)es of decisions. In three , 

•s - ■ , ' ■ ■ 

of the four systems (American medical care being the exception), there has been 
a tendency :^r soni'e concentration of each type of ddci^ion to occur (inputs, • 
processes^ and information]^ . That is,, some degree of concentrated control 
has o<?curred in each ipart of the system-, In American medical care, there 
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h^B been $iine tendency toward increasing concentration i*/^ ^'^J^Mt13 and informa- 
tion, l)^t:^i^^ t?endency toward increasing;- control over the productipn pracess. 
differences may not indicate an absence of effective centralized cotft^bl 
' oyer tke iysteiP;^ but may be useful in predicting certain types of performalnces. 
In this particular instance, the absence pf centralized control over the 
' administrative andl treatment processes of^ American medical care may be one 
c4use of the bia>* lit American medici^ to emphasize highly inten3'ive care of 
a few indi^^iduais at the expense bf^ less emphasis on preventive medicine and 
asBodia^erf social |ervices". ^ . 

The disaggregation of centralization -into m^ultiple . dimensions. represent|.ng 
; different ty^pes of> critical deciaions/enables us to .^ee a "natural htstoryV of 
<Spncentratlon in decision-Fnakfng. In the fpur systems, there is a cfbmmon 
tendency for resource allocation decisionfe-^and pricing decisions to become 
more U:qncehtrated and. concentrated, at an earlier point in time than otTier 
decisions. This h^s. generally been followed bjr increasing <?ontrpl over the 
^"T'liUministratiW' aspects of the product iop process (except in^-American medicaU* 
, care), and control over the appointmetit of p'rofessional staff. In the system 
considered here there l^^s been a tendency, stronger in medical care than in 
education, to leave the |fcchnical..aspec£s ^f treatment in the hands of ^ 
individual practlfioners. Similarly', tiaere Tias -been a tendency in these two 

, . ■ ■ , •■ _ - ^ ^ . f. 

nations to avoid-'dir6ct controls oveiS. access*, other than thfe cbmpulsory . 



educat:ion movements in both nations. v *. ..** 



The Concentration of Dec is ton-Making as a Dimension i n the Study of Social t»olicy 

We 'have ietlgned this paper to deal with a number of, conceptual and 
mpasirement. issues." We have said little about how our* approach to centrallzAtion 
can be useful in the study of social policy. Nor have we presented any 
tests ofhypotheses- about either the cause or" consequences of centralization. • 

■ ' . 10.:: ' . 
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I While the utlllt]^ of the current approach to centralization cannot be 
l^ectly demons t rat eil here due to space limitations, we do suggWs^ so^\e 
advantages of our approach. 7 

, ■ . ■ y . 

> In the comparative study of social policy there are two basic sets of 
cfueBtlons. How Is policy formulated? And, what ar|^ the consequ.ences of 
policy? Various writers hav^ suggested that centralization Is an important 
variable in understanding both of 'these questions. 

The role of centralization In policy formation i^ to strudture the 
.representation of Interests; Where policy Is formulated by a single central* 

ithority as opposed to many local authorities different f^rms of Interest 
group org;anlzitlon are necessary for effective representation. Whether 
decisions are jpa^e in a single lodiation or many different locations may also 
play. some role in the relevance of the power resources Available to different 
groups to effectiv* representation.. Thus, the large blocks of votes avllable ' 
to the .Democratic Party in th6 United States do not, at least in ti^e short 
run, haye. much relevance to policy* formation in medical care, as most' critical 
decisions are not, niade by governmental authorities. In Britain, byway of 
contrast, a large vote for '.the Labour Party may Indeed be directly translated 
into 'changes in medical care policy (alpeit, the mechanisms arqi' still rather 

'„■■■■ - ' k 

Indirect) . ^ 

B^ecause there are differences between nations (and wlthin^nations 
between delivery systems) ," theife are several advantages to our approach to 
the study of centralization. Our data indicate that there is variation in 
the degree of centralizfitlon in decision-making with regard to different^ 
policy areas and to different time points." Thifs any single measure of 
centralization (such as government expenditures as a ratl^o to G.N.P.) cannot . 
* explain dl rences in the biases of policy across policy areas. Even if 
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. AiMilysis Is focused on a single policy area, differences in the structure 
, Of decision-making/ across critical types of decisions argue against the use 
0*£ a global Indlcltor. The current approach also leads to greater insights 
•bout the structukng of interest group repres.entation in policy formation 
than categorical charac terizations of a policy area ""as having ••democratic" 
or "corporatist" decisi^j^^^making. ■ Decisions about different parts of a system 
may, as we have demonstrated, display variability in structures. ^ examining 
several critical types of decisions within a system we ar^le to disentangle 
which decisions are broadly representative of interests and which have very 
restricted interests. 

ihe wealth of ^criptive detail jabout decision-making structures 
available from the current approach to centralization may be of some interest 
in ItseU, but the real proof of the pudding is in the eating. Does the 
rather complex view of centralization proposed here give us more systematic 
Insights into policy outcomes and system performances than do some of our 
existing approaches? * 

^ /xhe primary purpose of our approach has been to"^ demonstrate- that the 
degree of concentration ^ti decision-making may vary across time, nations, 
system types, and even types of decisions within a given system. ^ Is there 
any reason to believe that such variation is a cause of variation in system 
performances and policy outcomes^ 

We believe that differences across types of decisions in the degree of 
centralization mky be very important for predicting specific system performances 
For example,. central government control over pricing and professional hiring 
may be Wectly relevant to the degree of equality in the geographical and; 
social distribution of health services, while- a large central goveriimenl>role 



in. the finance of the system" may be irrelevant. David Mechanic (1977) has 
Buggested-yhat^ thje combination of highly centralized decision-making about ' 



sources of^reveniJe in medical care coupjed with the absence of price control 
• may be of great importance in explaining the cost performance of medical 
^ care. We have svjggested elsewhere that various aspects of centrali?:ation " 
may predict differences in the -^peed with which medical innovations' are 
adopted and diffus (ilollingsworth , et al . , 1978a)' and the cost effectiveness 
.of medical care delivery systems (Hollingsworth , et al .' , 1978b). Differences 
of this type cannot be predicted by any singl6 global measure of , centralization 
clxpracterizing an entire system. Categotica\ measures of the degree of 
concentration in decision-making are able to draw such distinctions, but have 
little empirical rigor. Hopefully, thid paper moves us somewhat closer-- 
thk goal of being more able to measure the impact of centralization on system 
i/erfprinance • " * - 
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